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Cushing's Syndrome: A Review 


D. A. D. Montgomery, M.B.E., M.D., M.R.C.P.,* 
and R. B. Welbourn, M.A., M.D., F.R.C.S.7 


BELFAST, NORTHERN IRELAND 


In 1912 Harvey Cushing described the case of a young woman who suffered from 
headaches and backache.® She had obesity of the face, neck, and trunk, but her 
limbs were thin. Her back was bent, her complexion florid, and she had hirsutism, 
hypertension, amenorrhoea, and disturbed sugar tolerance. Twenty years later® he 
published another similar case history and was able to trace reports of 10 more in 
the literature. A small basophil adenoma was found in all but 1 of the patients in 
whom the pituitary had been examined adequately, and this finding led Cushing to 
describe the condition as*’ pituitary basophilism."’ He regarded it as a pluriglandular 
disorder in which the pituitary adenoma played the main part, but he realized that 
a similar clinical state might arise from disease of the adrenal cortex. 

“Cushing's syndrome,”’ as this clinical condition is now called, has been uni- 
versally recognized, and striking advances have been made in our knowledge of its 
etiology and of the pathogenesis of its clinical and metabolic features. Whereas 
formerly most patients progressed rapidly to a fatal ending, many can now be treated 
effectively and supported in reasonable health for years. We have had experience of 
20 cascs.™: 


CAUSATIVE LESIONS 


Since the isolation of corticotrophin (ACTH) and hydrocortisone, much has been 
learned of their physiology and of the effects of their administration to man. It was 
soon discovered that, if they were given in excess or for long periods, all the features 

* Physician in charge of Metabolic Department, Royal Victoria Hospital, Belfast, Northern Ireland. 


t Professor of Surgical Science, Queen's University Surgeon, Royal Victoria Hospital, Belfast, Northern 
Ireland. 
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of Cushing's syadrome might develop. It is now clear that the naturally occurring 
syndrome is the result of an excessive endogenous production of hydrocortisone and 
possibly, to a smaller extent, of other adrenal steroids. Theoretically this might 
arise from lesions in the hypothalamus, which stimulate the anterior pituitary to 
secrete an excess of corticotrophin, from disorders of the pituitary itself, from tumors 
or functional disturbance of the adrenal cortex, or from tumors of ectopic adrenal 
tissuc, particularly in the ovary. 

Hypothalamus. Tumors and other lesions in the region of the hypothalamus have 
been described in association with the syndrome by several authors,'’: “’ but there ts 
no evidence that lesions in this region are usual.** 

Pituitary. he pituitary lesions in Cushing's syndrome have been studied in- 
tensively. Adenomata are present in about half the cases and are not always basophil 
in type. Moreover, they are sometimes found in patients without clinical evidence 
of endocrine disorder.*! When adenomata are present, the term Cushing's discase 1s 
commonly used, but their significance remains obscure. An almost constant finding 
in cases of Cushing's syndrome is hyalinization of the basophil cells.‘- Recent work 
suggests that this ts the result, and not che cause, of adrenocortical hyperfunction.** 
A carcinoma of the pituitary has been observed on rare occasions,* and, although 
direct evidence ts lacking, it 1s hard to escape the conclusion that in these cases it is 
the causative lesion 

lhe role of the pituitary would be clearer if there were a simple and reliable methed 
for estimation of corticotrophin and if it were certain that corticotrophin is a single 
substance. Hitherto no evidence of excessive levels in the blood have been found in 
patients with Cushing's syndrome.*' Jailer et al'' have postulated the presence of a 
corticotrophin-potentiating substance of pituitary origin in Cushing's syndrome. 
rhe existence of such a substance would go far to resolve some of the conflicting 
findings. It would account, for instance, for the remissions that may follow hypo- 
physectomy or pituitary irradiation, which are difhcult to explain on a purely 
adrenal basis. It would also explain why patients with Cushing's syndrome show 
an exaggerated response to injected corticotrophin, and why the response may 
return to normal after pituitary irradiation. Direct evidence for such a factor is so 
far missing, and until confirmation is obtained it must remain an interesting specu- 
lation. 

Adrenal Cortex. The commonest finding is bilateral hyperplasia of the adrenal 
cortex with excessive formation of cortical nodules.*! The average combined weight 
of the glands in our own series was 16.1 Gm., and that in the Mayo Clinic series 
was 18.6 Gm.*! The weight in normal subjects averages 11.8 Gm. Hyperplasia is 
not, however, invariable, nor is it always bilateral. One gland in our series weighed 
only 2.6 Gm. Histologically, according to Landing,'* there are differences between 
the sexes. In the male, all the cortical zones are increased in thickness and the cells 
of the glomerulosa are large. In the female, only the fasciculata is thick and the 
cells of the fasciculata and of the reticularis are large. In both sexes the amount of 
fat in the fasciculata is reduced. In our series Gibson’ found that the reticularis was 
the most easily recognized zone. In cases with associated virilism, and in some 
without, the fuchsinophil staining reaction of Vines is positive.** 
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Tumors have been found in about 20 to 40 per cent of some series.*' In our own 
they were present in only 2 patients. They are relatively commoner in women than 
in men and almost invariable in children. The majority are benign adenomata and 
a minority malignant carcinomata. Histologically identical tumors are sometimes 
found without endocrine disturbance. 

Other Lesions. Patients have been described with some features of Cushing's syn- 
drome associated with tumors of adrenal-like cells in the ovary. The syndrome has 
occasionally been encountered in association with certain forms of liver disease and 
with carcinoma of the thymus, pancreas, or bronchus. We have ourselves observed 
its association with a bronchial carcinoma.’ The mechanism in these cases is obscure. 


CLINICAL AND METABOLIC FEATURES 


The syndrome is three to four times as common in women as in men. Our own 
series includes 15 women and 5 men. The average age of onset is about 30 years, but 
patients of any age may be affected. The range in our patients was 11 to 68 years. 
The prognosis is bad, and without treatment half the patients die within five years 
from the effects of hypertension, diabetes, and infections.*! Occasionally there are 
spontaneous remissions, which may be temporary or permanent. 

It is convenient to describe the manifestations of the condition, as far as possible, 
in relation to the metabolic and other effects of hydrocortisone. '* 

Fat Metabolism. Deposition of fat causes obesity that involves the face, neck, and 
trunk but spares the limbs. The face becomes full and rounded (moonface), and the 
heavy cheeks cause the mouth to narrow and droop at the corners (fishmouth) 

fig. 3). Pads of fat develop in the supraclavicular and cervicodorsal regions (buffalo 
hump). Body weight usually increases, often with considerable rapidity. 

Protein Metabolism. Catabolism of protein affects mainly the muscles, the skin, 
and the bone matrix. In the more florid cases muscle wasting is obvious in the 
limbs, and lethargy and weakness are frequent complaints. Atrophy of the skin 
causes livid striae atrophicae on the trunk and proximal parts of the limbs and 
contributes to the florid complexion. Loss of protein from the bone matrix gives 
rise to osteoporosis, which is present in half the cases, and leads to backache, spinal 
deformities, and pathological fractures, especially of the ribs and vertebrae. The 
liberation of calcium from the softened bones may cause hypercalciuria and some- 
times urinary calculi. Purpura and bruising are common features and result from 
atrophy of capillary walls. Balance data may reveal a daily loss of as much as 7 
Gm. of nitrogen per day, and creatinuria is common. '* 

Carbohydrate Metabolism. The antagonism between hydrocortisone and insulin may 


combine with the increased catabolism of protein to impair sugar tolerance. Al- 
though a raised fasting blood sugar level is unusual, a diabetic type of glucose toler- 


ance curve is not uncommon. In our own series, disturbances of sugar tolerance have 
been uncommon and mild. 

Electrolyte Metabolism. Disturbances in electrolyte balance have been noted by a 
number of authors.'*: ** In the majority of cases of Cushing's syndrome blood 
electrolytes are normal, but where disturbances occur a variety of changes may be 
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found. The most frequent is a reduction in the level of potassium and chloride, with 
an associated alkalosis, and a normal or elevated sodium level. From various balance 
studies a loss of potassium appears to be the earliest change, and this in turn leads 
to a depletion of intracellular base and a lowering of the blood chloride level. The 
alkalosis that follows is compensatory. The exact part played by the various adrenal 
steroids in these changes is not yet clear, but it is apparent that exogenous hydro- 
cortisone in the human can reproduce these changes*® and that they are not nec- 
essarily due to aldosterone excess.* The abnormally elevated serum sodium level 
found in some cases is probably related to sodium retention. It is not clear what 
part, if any, the electrolyte disturbances play in the production of hypertension 
and edema. 

Inhibition of Inflammatory Reactions. \nflammatory lesions are relatively common. 
In our own series 1 patient had septicemia, another pulmonary tuberculosis, and a 
third a superficial abscess 

Hypertension and Edema. Hypertension ts usual, though not invariable, and may be 
severe enough to be placed in the malignant category. It is liable to all the compli- 
cations of essential hypertension, which may be extensive even in young subjects 
The cause of hypertension in Cushing's syndrome is uncertain. Salt and fluid re- 
tention may play a part, but a direct action of hydrocortisone on the arterioles cannot 
be excluded. Edema of the ankles is occasionally seen and is probably related to 
fluid retention. 

Hematological Changes. Polycythemia develops in half the patients and, together 
with the atrophy of the skin, is responsible for the florid complexion. Of our cases, 
70 per cent had a hemoglobin concentration of 14.8 Gm./100 ml. or more. The 
total white cell count is usually raised and there may be cosinopenia and lymph- 
openia, although in our experience alteration in the white cell count is very variable 
and of little diagnostic help 

Gastric Secretion. Secretion is often greater than normal.'* Cushing® mentioned 
that “‘variable abdominal pains"’ were frequently present. The presenting clinical 
features in 2 of our cases were those of peptic ulcer. 

Mental Changes. Frank psychosis is not uncommon, and paradoxically the symp- 
toms may be similar to those that sometimes develop in Addison's disease. The 
patient may even reach a mental hospital before the correct diagnosis is made. One 
of our patients developed an acute depressive state, associated with feelings of perse- 
cution, shortly after receiving adrenal stimulation with corticotrophin. These 
symptoms cleared up satisfactorily after surgery. Another behaved in a similar 
fashion while receiving large doses of cortisone and corticotrophin after the removal 
of an adrenal adenoma. 

Eye Changes. Chemosis was observed in 2 of our patients, and exophthalmos has 
been described,'* but the causes of these changes are unknown. Hypertensive retin- 
opathy ts common. 

Androgenic Features. Amenorrhoea is usual. Darkening of the hair and hirsutism 
of the face, trunk, and limbs are common. These features may be caused by hydro- 
cortisone alone, but more marked features of virilization, which are sometimes en- 
countered, are probably the result of excessive secretion of androgens by the adrenals. 
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Some patients show features of both Cushing's syndrome and the adrenogenital 
syndrome. Impotence is common in men, but its cause is not clear. 


INVESTIGATION 


The diagnosis of Cushing's syndrome is made primarily on clinical grounds, and 
we have come to rely more and more on a careful appraisal of the physical findings. 
In the last resort the diagnosis may depend on a favorable response to adrenalectomy. 
Special investigations are helpful for the elucidation of doubtful cases and for the 
recognition of the causative lesion, but it is unusual for them to be decisive where 
the clinical features are in doubt. 

Adrenal Steroids. The characteristic feature of Cushing's syndrome is the increased 
secretion of hydrocortisone. Consequently, the concentration of glucocorticoids in 
the plasma and their excretion in the urine are usually raised above normal. The 
glucocorticoids may be measured in the urine as 17-hydroxycorticoids*® or as 17- 
ketogenic steroids,*! and plasma hydrocortisone may be measured by the method of 
Silber and Busch.** It is possible that plasma estimations may be more reliable than 
those on the urine. ** 

In patients with hyperfunctioning or hyperplastic adrenal glands, the basal level 
is usually raised*® and a high response is obtained with corticotrophin.'* Inhibition 
of the pituitary with 9-a-fluorohydrocortisone causes a fall.’ In those with an 
adrenal carcinoma the basal level is usually very high (over 100 mg./24 hours), 
and adrenal stimulation causes no increase; neither does pituitary inhibition cause 
a fall. Patients with adenoma may behave in an intermediate fashion. The urinary 
excretion of 17-ketosteroids, which reflects the secretion of androgens, is raised in 
about half the patients.'* Very high levels are suggestive of adrenal carcinoma. ** 

Our own experience'* and that of some others*’ is that a few patients who unques- 
tionably have Cushing's syndrome and who respond favorably to adrenalectomy 
yield equivocal results from hormone assays. In the resting state the excretion of 


steroids is normal or low; there is no high rise after stimulation and no sharp fall 
with suppression. The reason for these findings is not clear, but they serve to em- 


phasize, once again, the importance of the clinical diagnosis. 

Radiography. Roentgenograms of the spine and ribs may reveal osteoporosis and 
pathological fractures, and those of the renal tract occasionally show calculi. Views 
of the pituitary fossa rarely show any enlargement. However, 1 of our patients, sub- 
sequently found to have a basophil adenoma, had an enlarged fossa. In the Mayo 
Clinic series the fossa was enlarged in 10 of 120 cases.*7 Apparent enlargement of 
the sella, caused by osteoporosis, was seen in 2 of our cases. After adrenalectomy the 
appearances returned to normal.** The condition of the adrenal glands themselves 
can rarely be determined accurately by radiography. Plain pictures or intravenous 
pyelograms may reveal large tumors, but small tumors and gross hyperplasia can 
only be seen after insufflation with gas, combined with pyelography and tomography. 
Oxygen and air provide the best pictures but carry a risk of death from gas embolism. 
Carbon dioxide is safe'* but is absorbed so rapidly that inferior films result. Our 
own experience of these methods, which agrees with that of the Mayo Clinic work- 
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ers,** is that they frequently give false negative and false positive results. They are 
of most value in revealing large tumors. 

Surgical Exploration. \f a tumor cannot be excluded after full investigation, the 
adrenals must be explored surgically. 


DIFFERENTIAL DIAGNOSIS 


The commonest conditions that must be excluded are simple obesity, essential 
hypertension, and diabetes mellitus, all of which may be found in 1 patient. The 
adrenogenital syndrome, particularly the postpubertal variety, may cause confusion, 
especially if there are some features of Cushing's syndrome. A nitrogen balance, 
which is positive in adrenogenital syndrome and negative in Cushing's syndrome, 
may be helpful, and a short course of treatment with cortisone will restore the men- 
strual periods in the adrenogenital syndrome and aggravate the clinical features in 
Cushing's syndrome. The consideration, during the clinical examination, of asso- 
ciated lesions in the central nervous system, bronchus, pancreas, thymus, liver, or 
ovaries should be sufficient in most cases to suggest the correct diagnosis. 

Differentiation of Causative Lesions. The distinction between adrenal hyperplasia, 
adenoma, or carcinoma may be made on clinical grounds with the help of laboratory 
and radiological investigations. The palpation of an adrenal tumor usually indicates 
the presence of an adrenal carcinoma, whereas an enlarged pituitary fossa suggests a 
pituitary adenoma and adrenal hyperplasia. Roentgenograms may reveal, but 
cannot exclude, an adrenal tumor. 

Hormone assays are often helpful in making the differentiation, and the findings 
in the various conditions have aiready been referred to. 


rREATMENT 


The poor prognosis in untreated Cushing's syndrome renders early diagnosis and 
treatment essential. The object of treatment is to reduce or to abolish the production 
of glucocorticoids by the adrenals. If an adrenal tumor is present, it must be re- 
moved. If the adrenals are hyperplastic or overactive, an attack may be made either 
on the pituitary, by surgery or radiotherapy, or on the adrenals themselves. Except 
in the rare cases where a pituitary tumor can be demonstrated, we believe that 
adrenalectomy is the procedure of choice.'7» Pituitary irradiation is neither 
so reliable as adrenalectomy nor without danger.‘' Hypophysectomy'® causes re- 
mission but at the same time abolishes the activity of the thyroid and gonads. 
Adrenalectomy does not affect the thyroid and restores sexual function. Adrenal 
tumors, which are relatively common, often cannot be excluded without surgical 
exploration, and, since their secretions are not under pituitary control, hypophy- 
sectomy in such circumstances would be fruitless. Unless, therefore, there is clear 
evidence of a pituitary tumor we believe that treatment of Cushing's syndrome must 
be effected by direct attack on the adrenal glands themselves. 

The surgical methods of treatment adopted in our own series of 20 cases are shown 
in table I. 

Medical Measures. Testosterone therapy was introduced by Albright et al! with 
the object of inhibiting the corticotrophic activity of the anterior pituitary and of 
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TABLE I 
Surgical Treatment of Cushing's Syndrome 


Adrenalectomy 
Removal of tumor (1 adenoma, 1 carcinoma) 2 
Subtotal (nine tenths of one gland and all of the other) 15 
Hypophysectomy 
No operation (1 carcinoma bronchus, 1 spontaneous remission) 2 


promoting anabolism of protein, but it has usually failed to influence the disease. 
Potassium salts are used but are only of value for the restoration of potassium de- 
ficiency. Recently, amphenone (1,2-bis-p-aminophenyl-2-methyl propanone-1-di- 
hydrochloride) has been tried in a few patients. It inhibits the formation of corti- 
costeroids but is too toxic for general use.*® It may, however, be the forerunner of 
less toxic and more effective compounds, which may conceivably render surgery 
unnecessary except in patients with tumors. 

Adrenalectomy. If permanent remission is to be achieved in a high proportion of 
cases, at least 90 per cent of the adrenal tissue must be removed. It is not yet agreed 
whether subtotal or total adrenalectomy is the better procedure. We have followed 
the practice of Sprague et al** at the Mayo Clinic and have found subtotal adrenalec- 
tomy to be both safe and effective. We think it wise to remove the whole of one 
gland since, if there is a recurrence later, we know which side to re-explore. A good 
case can be made for total adrenalectomy in patients less than 25 years of age, since 
the relapse rate in this group is relatively high,'® but it has not been our practice. 

The great obesity in Cushing's syndrome demands the best possible surgical access 
to the adrenals. We prefer the thoracoabdominal route!’ to either the anterior or 
the posterior and have used it in every case. We have always operated in two stages 
because the postoperative course is often stormy. A onestage procedure may be 
justifiable in young patients. 

Unless the radiographs suggest that there is a tumor on the right, we prefer to 
approach the left gland first, since it is the more accessible and the easier to remove 
subtotally. We resect the eleventh rib and approach the gland extrapleurally. 
When the adrenal gland has been exposed, three courses are possible:*® (1) If the 
gland is normal or hyperplastic it is resected subtotally, and the whole of the other 
gland is removed at a later date. (2) If a tumor is found, it is removed. A remission 
is likely to follow, and the other gland need not be touched. (3) If the gland is 
atrophic, it is probable (but not certain) that there is a tumor on the opposite side 
whose secretion of hormone is suppressing the production of corticotrophin. A 
biopsy is taken, and the other gland is explored later. 

The right adrenal gland is approached via the bed of the tenth rib and through 
an incision in the diaphragm. At this level it lies in the middle of the operative 
field. This gland is removed completely. 

Our aim in surgical treatment is to leave behind a very small fragment (about one 
tenth) of the upper pole of the left adrenal. It is severed with scissors from the rest 
of the gland, and we rely on the blood supply from the periphery to support it. 
Examination of this fragment in 3 patients who came to autopsy at varying intervals 
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Fic. 1. Cut surface of adrenal remnant following subtotal resection. Weight of viable portion was 
0.5 Gm 


later showed almost complete necrosis in one, and viable portions of tissuc, weighing 
0.5 and 1.3 Gm. respectively, in the other two (fig. 1). We shall discuss the func- 
tional aspects of the adrenal remnant later. 

Replacement Therapy. To prevent death from adrenal insufficiency, cortisone must 
be given over the period of the operation and for as long afterwards as is necessary. 
The dosage schedule shown in table II is the one we now use. In addition deoxy- 


corticosterone acetate is given on the day of operation and for two to three days 


TABLE II 


Dosaze Schedule of Cortisone Acetate Used in Replacement Therap 


Time Dosage Route 
2 days before operation 50 mg. 3 times a day Intramuscularly 
1 day before operation 50 mg. 3 times a day Intramuscularly 
Day of operation 100 mg. 3 times a day Intramuscularly 
1-2 days after operation 100 mg. 3 times a day Intramuscularly 
3-5 days after operation 100 mg. 2 times a day By mouth or intramuscularly 
6 days after operation 50 mg. 3 times a day By mouth or intramuscularly 
7-8 days after operation 50 mg. 2 times a day By mouth or intramuscularly 
9-10 days after operation 25 mg. 3 times a day By mouth or intramuscularly 
11 days after operation 25 mg. 2 times a day By mouth or intramuscularly 
1? days after operation 12.5 mg. 2o0r 3 timesaday By mouth or intramuscularly 
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afterwards in a dose of 5 to 10 mg. daily. We are uncertain whether or not it is 
necessary. 

Formerly we used a rather smaller dose of cortisone than shown in table II on the 
day of operation and on the first few days after, but the frequency with which we 
encountered adrenal crises has encouraged us to use larger doses. Mason et al,'? 
using a schedule similar to that outlined here, have had no such trouble. 

Those who are accustomed to the smooth postoperative course following adrenalec- 
tomy in patients with metastatic carcinoma (and the much smaller dose of cortisone 
employed ) rarely appreciate the serious nature of the adrenal crisis that may develop 
after adrenalectomy for Cushing’s syndrome. We regard it as essential that an 
efficient apparatus for intravenous therapy (preferably a polythene tube in the vena 
cava) should be set up before operation. The pulse rate and blood pressure should 
be recorded every 15 minutes for at least two days, and hydrocortisone hemisuccinate 
and noradrenaline should be on hand for immediate infusion if a crisis develops. 

After the immediate postoperative period the dose of cortisone depends on the 
patient’s requirements, and these can only be gauged by trial and error. An oral 
maintenance dose of 25 to 50 mg. /day in three or four divided doses is necessary after 
total adrenalectomy, whereas after subtotal removal cortisone can often be with- 
drawn altogether within a few weeks or months. 

Postoperative Complications. The postoperative course may, as we have indicated, 
be stormy. The commonest complication ts adrenal failure, which may be acute or 
subacute. 

Acute Aprenat Crisis. This takes the form of peripheral circulatory failure and 
is the most serious. Collapse, hypotension, and tachycardia develop with alarming 
suddenness, often about 24 hours after operation. It may follow operation on the 
first side even though the other adrenal is present and hyperplastic. It is treated by 
the immediate infusion of 100 mg. of hydrocortisone hemisuccinate. If this is not 
effective within a few minutes, noradrenaline (4 mg. in 500 ml. of normal saline 
is added to the drip at whatever speed is necessary to maintain the blood pressure. 
At the same time the dosage of cortisone is increased. 

Acute Satt Dericiency. This may also be a manifestation of adrenal insufliciency. 
It is less common than acute adrenal crisis, but its danger lies in its being mistaken 
for cortisone deficiency. The symptoms of weakness, apathy, nausea, and vomiting 
are common to both states. The early recognition of salt deficiency is therefore 
important, and this may be achieved by the daily estimation of the serum electrolytes 
in the early postoperative phase. Minor degrees of deficiency can be corrected by 
the administration of salt by mouth and by the use of a more potent sodium-retain- 
ing substance such as 9-a-fluorohydrocortisone in addition to cortisone. If serious 
depletion is present, immediate correction by intravenous sodium chloride is nec- 
essary. 

Supacute AprerAL INsurriciency. Also known as cortisone withdrawal syn- 
drome, this develops if the dosage of cortisone is reduced too rapidly. It may be 


seen as soon as a week after operation or at any time in the remote postopers tive 
period. It may be expected in a mild form in most patients, since the correct dose of 
cortisone is determined by trial and error. The earliest symptoms are anorexia and 
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Fic. 2. Boy aged 12, showing marked scaling of skin on forchead due to subacute adrenal insufficiency 
cortisone-withdrawal syndrome) shortly after adrenalectomy. Similar, but less marked, scaling is usually 
the first sign of remission in Cushing's syndrome. 


nausea, which are experienced first in the morning and are aggravated by exercise. 
Later they become persistent, and vomiting, weakness, lethargy, apathy, abdominal 
discomfort, low-grade fever, and tachycardia follow. <A characteristic sign is a 
scaly desquamation of the skin of the face (fig. 2) or even of the whole body. The 
condition responds rapidly to an increase in the dose of cortisone. If treatment is 
delayed, hypotension, anuria, mental changes, and death may result. 

Orner Posroperative Comprications. These may be troublesome and include 
wound infection or dehiscence, pulmonary collapse and infection, temporary psy- 
chosis, persistent tachycardia, and, later, rheumatic-like pain in the muscles and 
joints 

The Operative Mortality Rate. The rate was 10 per cent in a series of 52 cases col- 
lected from various sources by Mason.'* We have had one death in the immediate 
postoperative period but were unable to discover its cause. 

In our-17 patients, who underwent 32 operations on the adrenals (2 with tumor 
had only one operation cach), we encountered the complications shown in table III. 


EFFECTS OF OPERATION 


Remission of the Disease. The first sign of improvement is a scaly desquamation of 
the skin of the face, which usually starts within two or three weeks of the com- 
pletion of the operation and continues until the remission is complete. As we have 
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TABLE III 


Postoperative Complications of Adrenalectomy 


Death 


Adrenal failure 
Acute 


Adrenal crisis 5 
Salt deficiency 1 
Subacute 8 


Miscellaneous 
Wound infection 
Chest complications 
Psychosis (temporary) 
Tachycardia 


mentioned already, this condition is aggravated if cortisone is withdrawn too 
rapidly. 

Within a few wecks, the facial and bodily appearance starts to improve and ex- 
cessive weight is lost. At about six months the normal appearance and bodily con- 
figuration are regained (figs. 3 and 4). Cutaneous striae fade and leave pale scars. 
The hair becomes softer and fairer in those in whom it had darkened. Facial hair 
usually diminishes. The menstrual periods return, and normal sexual function is 


restored. One of our patients became pregnant but miscarried. The blood pressure 
falls significantly in nearly all, but returns to normal in a very few. All the metabolic 
disorders are corrected. Recalcification of bone occurs rather slowly, but fractures 
heal and deformities become stabilized in time. 


Irreversible cardiovascular changes continue to endanger life. Two of our pa- 


tients, who had associated malignant hypertension, died from cardiac failure, and a 
third (a boy of 12 years) died from atheroma and thrombosis of the basilar artery 
within s'x months of surgery. Recurrence of an adrenal carcinoma caused death in 
another patient after 12 months. 

Recurrence of Disease. Recurrence of Cushing's syndrome, after an initial remission, 
has been reported many times after partial adrenalectomy. It occurred in about 10 
per cent of cases in the Mayo Clinic series.*7 Mason'® found that recurrence varied 
directly with the amount of adrenal tissue left behind and that it was commonest 
in patients less than the age of 25 years. In these patients the adrenal remnant en- 
larges, and a further remission may be induced by its removal. Recurrence does not 
follow total adrenalectomy. In our own cases there has been no recurrence following 
subtotal adrenalectomy. One patient, with a large adrenal carcinoma, had a recur- 
rence when functioning metastases appeared. 


Postoperative Adrenal Function. The aim of subtotal adrenalectomy is to restore 
normal adrenal function, but this cannot be achieved easily and too much or too little 
tissue may be removed. In the former case the disease is uncontrolled, whereas in 
the latter adrenal insufficiency results. Since it is difficult to strike a nice balance 
we believe that it is better to err on the side of removing too much. Our own results 
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3. Left: Patient aged 18 with florid Cushing's syndrome 


Right: Same patient three years after subtotal adrenalectomy. 


show that half our patients are in good health without cortisone. The others have 
either failed to achieve independence of cortisone or have had to return to a small 
maintenance dose after being without it for a time. Measurement of urinary steroid 
excretion in those who have undergone subtotal adrenalectomy shows a low basal 
excretion and little or no response to corticotrophin. The patient who had an 
adenoma removed, and who has one intact adrenal, is the only one whose excretion 
is normal. The patient with a carcinoma had normal excretion for a time after 
operation, but when the tumor recurred the excretion rose again to a high level. 
We have always been concerned lest an impaired functional reserve should cause our 
patients co develop adrenal insufficiency in the event of stress. For this reason we 


urge certain precautions: (1) The patient must understand fully the early symptoms 


of adrenal failure and should consult his doctor at once if he experiences them. 


He must also understand that intercurrent disease or trauma may necessitate his taking 
cortisone temporarily, or increasing the dosage if he is on permanent replacement. 
In such circumstances he must tell his medical attendants at once that he has under- 
gone adrenalectomy. We use printed cards that embody this information, and our 
patients are instructed to carry them always. (2) The patient's physician should be 
kept fully informed and advised of the appropriate action in the face of actual or 
potential adrenal failure. (3) An accurate biochemical assessment of adrenocortical 
function should be performed soon after cortisone has been stopped. (4) The pa- 
tient should be seen and examined carefully at regular intervals. 
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Fic. 5. Base of brain showing large basophil carcinoma 
of pituitary that bled and caused death of patient three 


years after adrenalectomy. 


The Pituitary. \t is known that about half the patients with Cushing's syndrome 
have adenomas of the pituitary, usually of the basophil type, and that these can 
rarely be recognized clinically during life. It is pertinent to ask what becomes of 
these tumors when the overt and lethal features of the disease are mitigated by 


adrenalectomy. It is not unreasonable to suppose that an increase in pituitary 


activity follows the sudden release, by operation, from hydrocortisone inhibition. 
There is, in fact, some indirect evidence that such is the case. We have observed 
definite, but temporary, brown pigmentation of the Addison cype in the adrenalec- 
tomy scars in 5 of our patients. In 2 others it has been more widespread and asso- 
ciated with signs of adrenal insufficiency. Treatment with cortisone caused it to 
fade in both. This pigmentation is probably the result of an increased secretion of 
melanocyte-stimulating hormone, and it is known that this substance often ac- 
companies secretion of corticotrophin. 

That a pituitary adenoma may grow freely following adrenalectomy is suggested 
by the following case history. The patient, a girl of 18, became deeply pigmented 
18 months after successful adrenalectomy for Cushing's syndrome. There were no 
other signs of adrenal insufficiency, and the pigmentation did not fade when corti- 
sone was given. She died three years after operation from a large basophil carcinoma 
of the pituitary (fig. 5). Before operation roentgenograms of the sella had been 
normal, whereas before death the sella was considerably enlarged. We would have 
regarded this event as a singular rarity were it not that others have recently recorded 
* Walters*? reports that several such cases have been encountered 
at the Mayo Clinic. Only further experience will show how often this occurs and 
whether we should attack the pituitary, rather than the adrenals, in patients who 
do not have adrenal tumors. For the present, however, it would seem wise to take 
roentgenograms of the pituitary fossac of patients at regular intervals after adrenalec- 


similar findings.” 
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tomy and to regard seriously widespread pigmentation that does not fade under 
treatment with cortisone, 


CONCLUSION 


Although major advances have been made in our understanding of Cushing's syn- 
drome, it is still not clear where the essential lesion lies in the majority of patients. 
Adrenalectomy controls the main manifestations of the disease in most cases, but may 
sometimes allow pituitary tumors to continue to grow and cause trouble. Further 
advances in surgical therapy must await complete definition of the mechanisms in- 
volved and more accurate methods for the recognition of tumors in the pituitary and 
adrenal glands. 
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BOOK REVIEWS 


Cardiac Arrest and Resuscilation. HUGH &. STEPHENSON, St. Louis. C. \. Mosby, 
1958. 378 pp. $12.00. 


This excellent book is a thorough, authoritative review of current knowledge of 
cardiac arrest and resuscitation. Included are chapters on the history of cardiac 
resuscitation, incidence and relative importance of cardiac arrest, diagnosis, 
etiology, and management of cardiac arrest, a particularly valuable discussion of 
pitfalls and complications in resuscitation, prognosis, prevention, elective cardiac 
arrest for open-heart operations, and care of the postresuscitative patient. The 
bibliography of several thousand entries is certainly the most complete available 
on the subject. The book is recommended to every surgeon, anesthesiologist, 
cardiologist, and general practitioner. 


The Chemistry of Blood Coagulation. Monawrtz, translated by ROBERT Cc. 
HARTMANN AND PAUL P. GUENTHER. Springfield, Hl. Charles © Thomas, 1958. 
pp. $4.50. 


This book is an historical review of the blood coagulation problem and the ad- 
vances made in this field since earliest medical history. As such, it has primarily 
historical rather than clinical application for the physician today. Chapters are 
included on theories of blood coagulation before 1861, developments in the study 
of coagulation before 1890, the role of calcium salts in coagulation, thrombin and 
the clot-promoting substances in tissues, as well as fibrinogen and fibrin, anticoagu- 
lants, clot-promoting substances, and changes in the morphological elements of 
blood during coagulation. A stilted translation from the German detracts from 
the book's interest. An excellent glossary is appended to the text. 


The Pathogenesis of Coronary Occlusion. 4. D. MORGAN. Springfield, Hl. Charles 
Thomas, 1956. 171 pp. 179 illus. 


The author begins with a historical review of the literature on the pathogenesis 


of coronary occlusion. In the rest of the book he is concerned with presenting cor- 
roborative evidence for the thrombogenic theory of coronary occlusion of Pro- 
fessor John B. Duguid. This theory, first published by Professor Duguid in 1916, 
proposes that what is called coronary atherosclerosis is frequently the end result 
of arterial thrombosis. He suggested that the lumen might be completely or 
partly blocked by a clot, which later shrinks to one side of the vessel, to be over- 
grown by endothelium from the opposite side, while the deeper part of the thrombus 
undergoes fatty degeneration. The thrombus would then seem to be an athero- 
sclerotic thickening. This theory has received some support from others but is 
still a very controversial matter. The purpose of this book is to provide definitive 
proof of the theory. The author bases his argument on both the literature and his 
own series of 40 cases. His proof is primarily presented in terms of morbid histology. 
All who are concerned with coronary occlusion ‘will find this book interesting, 
whether they agree or disagree with Professor Duguid’s theory. 
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SYMPOSIUM ON ASPECTS OF FEMALE SEXUALITY* 


Foreword: The Society for the Scientific 
Study of Sex 


Hans Lehfeldt, M.D.+ 


NEW YORK, NEW YORK 


It is my pleasure to extend a hearty welcome to all of you in the name of the 
Society for the Scientific Study of Sex. I take this opportunity to give a brief report 
on the founding of our society and on our aims and plans. 

About a year and a half ago, after various private exchanges of opinion and dis- 
cussions, some of us received a letter from Dr. Henry Guze, professor of psychology 
at Long Island University, stating that the time had come to attempt the organiza- 
tion of a society for sexual research. Shortly thereafter, monthly or bimonthly 
meetings started, attended by Dr. Albert Ellis, psychologist and author, Robert V. 
Sherwin, lawyer, Dr. Hugo Beigel, professor of psychology at Long Island Uni- 
versity, Dr. Harry Benjamin, physician and sexologist, Professor Guze, and myself. 
Men of different interests and professions, we all shared a special interest in sexual 
science. We felt very strongly that there was a need for an organized group that 
would facilitate an interprofessional exchange of opinion and discussion, on a strictly 
scientific basis, of all problems connected with sex. Our already impressive list of 
members seems to confirm the need for the society. 

The work accomplished in previous informal meetings led to the foundation of 
the Society for the Scientific Study of Sex. We have all enjoyed working for the 
society. Without going into the details of individual contributions I want to ex- 
press our special gratitude to Bob Sherwin, who not only gave us his invaluable 
legal advice but also acted as executive secretary and was instrumental in organizing 
our first annual conference today. 

In the United States, we have the important Institute for Sex Research of Indiana 
University, founded by the late Dr. Alfred Kinsey. In the past, there have existed 
other institutes devoted to sex research, notably that of Magnus Hirschfeld in Berlin, 


* Papers delivered at the First Annual Conference of the Society for the Scientific Study of Sex, Novem- 
ber 8, 1958, New York, N. Y., edited by Hans Lehfeldt, M.D., and Albert Ellis, Ph.D. This symposiurr 
is in two sections. Section One is concerned with therapeutic abortion, and Section Two with frigidity. 

t Chief of Contraceptive Clinic, New York University-Bellevue Medical Center, New York, N. Y. 
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but no society dedicated to the many various aspects of sexual science exists today, 
either in this country or abroad. This lack can only be explained by the fact that 
recognition of sex research as a respectable scientific discipline has come very re- 
cently. Pioneers in the field, such as Freud and, still more recently, Kinsey, were 
attacked from many sides, and their objectivity was doubted. 

It must be said that the subject of sex has always had special attraction for mock 
scientists and psychopaths, a fact that certainly rendered our task of forming a 
society for serious-minded professionals more difficult and makes it necessary to 
screen each membership application most carefully. Happily, I can report that the 
general reaction that greeted the announcement of the new society was extremely 
favorable and even enthusiastic. We are proud of the number of outstanding women 
and men, from the United States and abroad, who have accepted our invitation to 
become members, and we are gratified that some scientists who felt they could not 
join at present have nevertheless agreed to give us their time and to participate in 
our discussions today. One of the first physicians to become a charter member was 
I. C. Rubin, whose untimely death this summer was the first serious blow to our 
group. 

The requirements for membership in the Society for the Scientific Study of Sex 
are purposely stringent in order to preserve the scientific character of our society. 
Some nonscientists, for instance, writers and journalists who have made significant 
contributions to sexual science, will also be welcome. They cannot be fellows but 
will become full members if accepted by the Committee of Admissions. 

The Executive Committee of our society has established an honorary membership, 
and Professor Erwin Kehrer was voted our first honorary member. As one of his 
former assistants it gives me special pleasure to announce his acceptance. Dr. Kehrer, 
professor emeritus of Marburg University, is an outstanding German gynecologist 
and obstetrician; he is one of the pioneers in the field of psychologic gynecology. 
He has written about the influence of frigidity on the female pelvic organs and on 
infertility, and he was the first to describe the orgastic curve. 

In addition, we have created an associate membership for persons with a bachelor’s 
degree who can show contributions to sexual science. Associate members have the 
same privileges as full members except that they cannot vote. In due time, many 
associates will acquire graduate degrees and be eligible for full membership. 

We will concentrate our efforts on the publication of a scientific journal dedicated 
to the various aspects of sex. Our own belief in the importance of this project has 
been strengthened by letters received from different parts of the world. No such 
journal exists at present. In the recent past there have been only two publications 
on sexual science: Norman Haire’s Journal for Sex Education and the Intcrnational 
Journal of Sexology, which was published by the Indian physician, Dr. A. P. Pillay. 
Both Haire and Pillay are dead, and their journals have ceased to exist. Incidentally, 
the founders of the Society for the Scientific Study of Sex first met through their 
work as editors or contributors to one or both of these journals. 

Long before the society came into existence, its founders had explored the possi- 
bilities of starting a scientific sex publication. Various publishers, although sympa- 
thetic to the idea, considered it an uncertain venture without the backing of a’group 
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of potential subscribers. Now, having a society with a nicely growing membership, 
we will redouble our efforts to produce such a journal; negotiations are under way, 
and we are confident that they will eventually succeed. 

Meanwhile, the society will publish a newsletter, as well as today's proceedings; 
monographs and pamphlets on subjects of sexual science are planned for the future 
and will be available to members free or at a reduced price. 

In addition to annual conferences, we shall have monthly or bimonthly meetings 
devoted to sexual topics: presentation of a paper will be followed by informal dis- 
cussion. As our membership is composed of many different pi »iessions, these dis- 
cussions promise to offer a wide variety of views. 

Today's meeting, our first annual conference, will provide an excellent oppor- 
tunity to hear members of different scientific disciplines. This morning we have 
as speakers obstetricians, gynecologists, an expert in forensic medicine, a specialist 
in population statistics, and an anthropologist; this afternoon a psychologist, a 
psychiatrist, and a psychoanalyst will discuss another topic with an endocrinologist 
and a gynecologist. Each of the two sessions will be a symposium. Considering the 
etymology of the term symposium, it would seem that this particular form of exchange 
of opinion is especially fitting for a society like ours. The word symposium, as we 
know, is derived from the first recorded conference of this type, the meeting of Plato 
and his friends. The topic was love (we would call it sex today) and its variations, 
such as common and heavenly love and homosexuality, also sex pathology, such as 
hermaphroditism. “he participants were the philosophers Plato, Socrates, and 
Phaedros, the physician Eryximachus, the painter Apollodorus, the playwright 
Aristophanes, and the politician and general Alcibiades. With the learned men who 


will take part in today’s symposia, we may hope not to sound presumptuous in 
evoking our illustrious predecessors. 
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SECTION ONE 


Introduction 


Clyde V. Kiser, Ph.D.* 


NEW YORK, NEW YORK 


Our subject for this morning is one of great importance. It has many ramifica- 
tions. Dr. Harold Rosen's book Therapeutic Abortion, published in 1954, has three 
forewords: a legal foreword, a psychiatric foreword, and an obstetrical foreword. 
There could easily have been more. In fact, the subtitle of his book is “‘ Medical, 
Psychiatric, Legal, Anthropological and Religious Considerations." 

It was with some trepidation that I, a nonmedical person, agreed to serve as chair- 
man of a symposium at which all the panelists are medical doctors. However, 
everyone hastened to assure me that the lack of a medical degree was my chief quali- 
fication. In speculating on how this negative type of qualification might be turned 
to some advantage, it occurred to me that the physicians might tend to forget the 
laymen and take too much for granted. Therefore, for the benefit of some of my 
fellow laymen, I shall try to define a few of the relevant terms and categories. 

In his book Abortion,' published in 1936, Dr. Frederick J. Taussig defines abortion 
as the “‘detachment or expulsion, or a combination of both, of the pre-viable ovum." 
He defines previable as “‘that period of gestation during which the embryo or fetus 
is not yet capable of sustaining life, if expelled from the body of the mother."’ He 
states further that, although the previable period may be said to extend up to about 
the twenty-cighth week of fetal development, some physicians prefer to use weight 
and length of the fetus, rather than length of gestation, as criteria of previability.t 

Abortions are frequently classified as spontaneous and induced. As the terms 
imply, spontaneous abortions are those that occur “without intentional inter- 
ference," and induced abortions are those involving “intentional termination of 
pregnancy.” 

Our chief concern here is with induced abortions, or at least with some of them. 
Strictly on the basis of legality, induced abortions might be subdivided into illegal 
and legal. Actually, however, it is much more common to see induced abortions 
classified as criminal and therapeutic. This convention seems to have prevailed in 
the planning of this symposium. 

Taussig defines criminal abortion as ‘abortion produced or attempted by patient, 
or other person, contrary to the statutes of the particular state or country in which 
the act takes place; abortion without the sanction of law.’"! His definition of 


* Milbank Memorial Fund, New York, N. Y. 

t Stander “‘recommends that any fetus under 1,500 grams in weight and 35 centimeters in length be considered 
pre-viable.”’ Taussig would prefer that these limits be reduced to 1250 Gm. in weight and 32 cm. in length. 
“This would correspond to about the twenty-sixth week of development. Before this period interruptions 
of pregnancy should be termed as abortion; after this period and up to the normal conclusion of pregnancy 
the term premature birth should be applied.""! 


220 « oclober-december 1959 QUARTERLY REVIEW OF SURGERY 


} 


therapeutic abortion is “‘interruption of pregnancy before viability in order to 
conserve the life or health of the mother.""! 

As for the prevalence of abortion, about all we can say with much confidence is 
that the surveys of various population groups indicate fairly consistently that about 
9 or 10 per cent of pregnancies terminate in spontaneous abortion. We know very 
little indeed about the prevalence of induced abortions, especially criminal abortions. 
There are of course no adequate records of criminal abortions. The few special 
studies suffer from biases implicit in the nature of the sample or from underreporting 
or from lack of knowledge about the representativeness of the sample or complete- 
ness of reporting. Statistics of therapeutic abortions are available for some hos- 
pitals, but the prevalence varies widely and depends on the nature of the population 
served and the policies of the hospitals concerned. 

The recent book Abortion in the United States, edited by Dr. Mary S. Calderone, 
is the proceedings of a conference on abortions sponsored by the Planned Parenthood 
Federation of America.* It contains the report of a committee set up to review 
relevant data on induced abortion, including those collected by the late Dr. Kinsey's 
Institute for Sex Research,* and to ascertain whether this and other pertinent informa- 
tion could be used for estimating the prevalence of induced abortions in the United 
States. This committee included two of our panelists, Dr. Tietze (chairman) and 
Dr. Guttmacher. It also included Dr. Paul H. Gebhard of the Institute's Staff, 
Dr. Carl Erhardt, Dr. Irene B. Taeuber, and Professor P. K. Whelpton. The com- 
mittee found it impossible to make any specific estimate on the basis of available 
data. The report ends with the statement: 


Taking into account the probable trend of the abortion ratio since the interwar period, a plausible esti- 
mate of the frequency of induced abortion in the United States could be as low as 200,000 and as high as 
1,200,000 per year, depending upon the assumptions made as to the incidence of abortion in the total popu- 
lation as compared with the restricted groups for which statistical data are available, and upon the assess- 
ment of the direction and magnitude of bias inherent in cach series of data. There is no objective basis 


for the selection of a particular figure between these two estimates as an approximation of the actual 
frequency.” 


As for the legality of abortion in the various states, suffice it to say here that in 
most states induced abortion is legal only when it is needed to preserve the life of 
the pregnant woman. Furthermore, according to students of the problem, hospitals 
and physicians do not usually go beyond the letter of the law. The physicians are 
naturally reluctant to lay themselves open to the risk of prosecution. Furthermore, 
because of advances in medicine and the wonder drugs, many of the former dangers 
of pregnancy and childbirth have virtually disappeared. Thus, whereas the law 
remains the same, the physicians who must decide whether a therapeutic abortion 
is indicated must naturally feel that the grounds for legal abortion are becoming 
more and more constricted. 

In the meantime, it is alleged by some, and denied by others, that the increasing 
difficulty of securing a therapeutic abortion is bringing an increase in criminal 
abortions. 

The whole question is a complex one. There are wide ramifications and diverse 
points of view. Doubtless it was the desire to have the different points of view 
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expressed in a frank, honest, and intelligent manner that prompted the selection 
of this particular panel. 

One of our panel members, Dr. Tietze, is from the National Committee on Maternal 
Health, an unofficial research agency devoted mainly at present to problems of 
contraception. The second panel member, Dr. Helpern, works for the city of New 
York and also is a professor. The last two panel members, Dr. Guttmacher and 
Dr. Cosgrove, have been affiliated with hospitals that have rather widely different 
policies regarding therapeutic abortions. Each panel member speaks for himself 
alone net for his organization. 


REFERENCES 


1. Taussic, F. J.: Abortion: Spontancous and Induced, St. Louis, Mo., C. V. Mosby, 1936, pp. 480-483. 
2. Catperone, M. S. (editor): Abortion in the United States, New York, Paul B. Hocber, 1958. 
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SYMPOSIUM ON MEDICINE AND WRITING 


The Symposium on Medicine and Writing that appeared in the Novem- 
ber 1956 issue of INTERNATIONAL Recorp or Mepicine is available as a 
Monograph. The articles included in this Monograph are: ‘The Editing 
of a Modern Medical Textbook"’ by Russell L. Cecil; ** Plain Talk and Clear 
Writing’’ by Morris Fishbein; ‘The Principles of Bibliographic Citation”’ 
by John F. Fulton; **The Art of Communication’ by Joseph Garland; ‘On 
Writing a History of Medicine’ by Douglas Guthrie; and Minerva and 


Aesculapius: The Physician as Writer’ by Félix Marti-[bafiez. 


This 72-page Monograph is sold for $3.00. As the fourth in the series of 
MD International Symposia, this book is the companion piece of Medical 
Writing, which was published in May 1956. 


To obtain this monograph, write to MD Publications, Inc., 30 East 60th 
Street, New York 22, N. Y. 
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Lack of Relation Between Therapeutic and 
Criminal Abortion 


S. A. Cosgrove, M.D.* 


JERSEY CITY, NEW JERSEY 


When I was first invited to talk today, I understood that I was to discuss whether 
therapeutic abortion should be broadened as a means of diminishing illegal abortion 
in the United States. I undertook to discuss this phase of the matter only. I shall, 
then, confine myself to this except to say, in regard to the broader question before 
the symposium, that my own thought is antagonistic to the liberalization of indica- 
tions for therapeutic abortion. 

I believe that the term abortion should be restricted to termination of birth before 
the twenty-sixth or twenty-eighth week. Certainly no illegal abortion will be 
postponed as late as this, nor will most *’ therapeutic’’ ones, except for very dangerous 
medical indications. It is perfectly obvious that definition of the indications will 
vary with the conscience and understanding of each individual concerned with them. 

Of course all of us recognize the undesirability of the extensive use of abortion 
performed by unscrupulous doctors, nonprofessional people of all grades of morality, 
or lack of it, or all grades of competence or incompetence, or by individuals on 
themselves. All these beyond the pale of assumed legitimacy are classed as illegal. 

To so broaden the indications for alleged legitimacy of abortion as to include all 
abortions actually done, would, I am sure, be a length of absurdity that no one 
participating in this discussion could possibly countenance. It would also destroy 
all distinction between so-called legitimate or legal abortion and unrestricted 1il- 
legitimate abortion. As Dr. Howard C. Taylor, Jr., has said, ‘1 would suppose 
that, supposing we assume there were upward of seven hundred and fifty thousand 
abortions in the United States in a year, there must be a minute percentage of these 
for which there could be any indication that could possibly be classified as medical. 
If you are going to find medical reasons for aborting seven hundred and fifty thousand 
women, then there is a medical reason for aborting anybody. Let's face that!""! 
There has, however, been an approach to this absurdity in the experience of some 
societies, at least in the past, in admitting even the desire of pregnant women for 
abortion as a legitimate basis for it. Again I do not believe that it is the desire of 
anyone here to go to that extreme. Rather, I take it, the question is of applying 
to American practice, in addition to the alleged medical indications for so-called 
legitimate abortion generally acceptable in this country, a broader basis for such 
operations based on psychiatric, sociological, and eugenic considerations. The 
question before us is whether such broadening of the indications for “*legitimate”’ 
abortion would appreciably decrease the incidence of illegitimate abortion. 

I think that adequate answers to this specific question may be found in Abortion 
in the United States,’ containing the reports of the conference sponsored in 1955 by 


* Chairman and Professor of Obstetrics and Gynecology, Seton Hall College of Medicine, Jersey City 4, 
N. J. 
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the Planned Parenthood Federation of America and the New York Academy of 
Medicine. Therefor I offer this volume as a basis of what I shall further say. 

Essentially what we are trying to do is to solve an equation that might be ex- 
pressed thus: If A equals the number of so-called therapeutic abortions now done 
in this country, and if B equals the increased number of such abortions done under 
any proposed increase in the indications for them, and C equals the number of 1l- 
legitimate or illegal abortions done in this country, then 

A+B=C-B. 

When we attempt to assign values to any of the factors, the impossibility of 
solving the equation becomes evident at once. 

In the Scandinavian countries therapeutic abortion is legalized and practiced on 
a remarkably broad basis including, besides strictly medical indications (that ts, 
somatic conditions involving the life and perhaps the health of the mother) such 
indications as maternal exhaustion, exhaustion of the housewife, humanitarian 
reasons, as for rape, incest, and pregnancy in girls less than 16 years of age, and 
eugenic considerations involving variously deficient parents. The last is often 
 packaged"’ with sterilization, but up to 1955 had not been legalized in Scandinavia. 

The incidence of therapeutic abortion in Norway is not definitely known. In 
southeastern Norway it was calculated as 5.3 per cent of all pregnancies but is prob- 
ably a little less in the whole country. Thus the number of even official abortions 
is not especially accurately known. 

In Denmark Clemmensen reported indications for therapeutic abortion similar to 
those in Norway and definitely established as legal in 1939. The passage of the 
law concerned increased the number of legal abortions from 500 to 5000 per year 
in the course of a few years time. This increase is essentially among married women, 
especially in psychiatric cases, and from outside Copenhagen. Clemmensen says 
“It is dificult to estimate if the number of illegal abortions during the same period 
has decreased or increased, but in any case the number is estimated as very high, 
perhaps 12,000 yearly."’ Note that specific values are not given, but that the numbers 
discussed deal solely with estimates. Abortion of all kinds treated in hospitals 
amount to 17 per cent of all pregnancies, but since some of the spontaneous and 
illegal abortions do not reach hospitals this figure does not represent the full inci- 
dence. Clemmensen estimates that legal abortions amount to 5 per cent relative 
to all pregnancies 

“The proper object’’ of the broadening of the law in Sweden was “‘that the in- 
creased frequency of legal abortion should be accompanied by a corresponding 
lowered rate of criminal abortions."’ Whether it has done so has been much dis- 
cussed; “‘on account of the great difficulties of arriving at definite figures on the 
frequency of illegal abortion it is probably impossible to estimate the effect of the 
law in this respect.’’ The antagonists of the too greatly indulgent law ‘‘are even 
of the opinion that the number of criminal abortions has been about the same dur- 
ing the years and that the legal abortions have been mainly performed on women 
who, without the law, would have been forced to go through with their preg- 
nancies.”’ 


As of last year Geijerstam says that legal abortions over a five year period de- 
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creased 39 per cent, increasing percentages of the applications being denied by the 
Committee of the Royal Medical Board. ‘‘The question of whether there has been 
any decrease in the number of criminal abortions here [Sweden] since the more 
permissive law went into effect is still unsettled’ (after 11 years). Discussion is 
often rather subjective and “‘ with little basis in fact."’ 

In Sweden social benefits to mothers, married and unmarried, and to families are 
liberal, yet the incidence of legal and criminal abortion is not low. 

In the United States Rosen has said: ‘*Of course, we don’t know what the total 
number of criminal abortions in the United States today happens to be. . . . I have 
heard estimated, somewhere between two-thirds of a million and a million so-called 
criminal abortions take place in this country each year... .’’ Kinsey said that 
about one-fifth of American married women by age 45 have had induced abortions 
and about the same figure for single women who have had coitus. In one large 
city alone, one individual reported having done 5210 illegal abortions himself and 
said that he knew of another individual operating about the same time whom he 
‘* guessed’ had done 40,000 in 50 years! 

Helpern said that, although abortion deaths had declined sharply in 30 years, 
chemotherapy and antibiotics were responsible for the decrease, and that he believed 
just as many abortions were being done. 


Erhardt has said: ‘‘We have absolutely no hope of getting reports of the early 
spontaneous abortions that occur at home without medical attendance, or of il- 
legally induced abortions unless the woman requires subsequent hospital care, and 


. not even all of these. . . . Yet in 1949, when Commissioner Baumgartner . . . 
made a study of reporting of fetal deaths . . ., she came to the conclusion that about 
50 per cent of the total fetal deaths were not being reported.’’ He further noted of 
therapeutic abortion, the incidence of which should be accurately indicated by 
proper hospital reporting, that in New York City, where special effort is made to 
achieve such accuracy, it fails to do so by factors in the several boroughs up to 50 
per cent in one of them. 

Kleegman, after suggesting that some approach to the prevalence of illegal abor- 
tions might derive from the number of morbid cases admitted to hospital services, 
said that all those calculated on this or any other basis cannot give us reliable figures, 
and that the number we think we are aware of must be only a fraction of a vast 
problem. 

Senior has estimated that there are a total of 700,000 to 1,000,000 abortions in 
the United States and that 60 per cent of them are illegal. 

All these data are of course familiar to all of us. They are reiterated to demon- 
strate that nowhere, literally nowhere, are the numerical values of * therapeutic’ 
abortion known, nor the numerical values of illegitimate abortion, nor whether an 
increase in therapeutic abortion, by liberalization of its indications, lessens the 
incidence of illegitimate abortion. Therefore, our hypothetical equation is in- 
capable of proof. 

However, the main question before this symposium, it seems to me, is a double- 
barreled one. The ostensibly laudable purpose of reducing illegitimate abortion is 
one barrel. But it is merely camouflage for the other barrel, which is the desire 
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to extend the indications for allegedly legitimate abortion far beyond medical ones. 
This objective is demonstrably largely sparked by the psychiatrists, and, God help 
us, by nonmedical social workers. 

As an obstetrician, and without defining at all what proper medical inclinations 
each obstetrician may individually be guided by, I reject this. A pregnant woman 
is solely the obstetrician's responsibility. To aid in handling pregnancy, he of 
course may properly call, at his discretion, for consultation with the surgeon, the 
internist, the oncologist, the radiotherapist, the psychiatrist. But he also, at his 
discretion, may accept or reject the advice of any consultant, as any physician has 
the right todo. Certainly | would protest against being, and refuse to serve as the 
mechanician who blindly carries out a premature infanticide at the behest of any 
consultant, board, or committee if I did not myself recognize and concur in its 


necessity. 
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Legal Abortion in Scandinavia 


Christopher Tietze, M.D.* 


NEW YORK, NEW YORK 


The purpose of my report is to briefly describe existing and proposed legislation 
concerning the interruption of pregnancy and current trends in the numbers of legal 
abortions. My remarks will be confined to three countries: Sweden, Denmark, and 
Norway. Iceland and Finland have had abortion laws since 1934 and 1950, re- 
spectively, but since I cannot read Icelandic or Finnish I shall not include these 
countries. 

The first comprehensive legislation on abortion was enacted in Sweden and Den- 
mark in the late 1930's. This legislation provided for a great extension of the tra- 
ditional medical indication for the interruption of pregnancy and added new indica- 
tions that had not been recognized previously. In both countries the abortion 
laws were subsequently amended: in Sweden, most recently, in 1946, and in Den- 
mark in 1956. 

In Norway, abortion is regulated by the penal code of 1902, which prohibits, 
under threat of imprisonment, any ‘‘unlawful’’ interruption of pregnancy. This 
term, however, is interpreted very liberally by physicians and public authorities, 
and actual practice in Norway is very similar to that in Sweden and Denmark. In 
1956 a legislative commission submitted a report on the entire question of induced 
abortion, including a draft for a new law. It is my understanding that a bill based 
on this draft may be submitted to the Norwegian parliament in the near future. 

The range of acceptable indications for the interruption of pregnancy is roughly 
the same in the Swedish and Danish laws and the proposed Norwegian law, al- 
though there is considerable variation in the actual language of comparable para- 
graphs. In each instance, the law recognizes a medical indication, an extended 
medical indication, a cugenic indication, and a humanitarian indication. Den- 
mark also has a so-called defect indication. 

The medical and extended medical indications, according to the law of each coun- 
try, require a serious threat to the life or health of the pregnant woman. In Sweden 
the law specifies that this threat may result from a disease, from a bodily defect, 
or from “‘ weakness."’ 

The extended medical indication, also known as the social-medical indication, 
allows consideration of the pregnant woman's social environment in the assessment 
of the threat to her life or health. In Sweden, since 1946, the law provides that an 
abortion may be induced “‘when it can be assumed, considering the conditions of 
life of the woman and other circumstances, that her physical or mental strength 
will be seriously reduced by the birth and care of the child."’ This indication is 
generally referred to as anticipated weakness. It is not necessary that disease, 
bodily defect, or weakness actually exist at the time when the interruption of preg- 
nancy is recommended. 


* Director of Research, National Committee on Maternal Health, New York, N. Y. 
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The Danish law prescribes that “‘ consideration is to be given not only to physical 
or psychic disease, but also to actual or threatening states of physical or psychic 
weakness, based on an evaluation of all circumstances, including the conditions 
under which the woman must live."’ 

The Norwegian draft comes closest to a purely social indication. It proposes 
legal abortion ‘when the birth of a child would be a misfortune because of serious 
and chronic illness of husband or children, alcoholism, criminality, lack of housing, 
or other specially unfavorable circumstances.’’ The draft prescribes, however, that 
physical or psychic weakness of the woman shall be considered in the evaluation of 
these circumstances. 

Taken together, the medical and extended medical indications account for the 
great majority of legal abortions in Scandinavia. Further analysis in terms of 
diagnosis is difficult and possibly misleading, owing to the interaction of somatic, 
emotional, and social factors. It appears, however, that in recent years between 
70 and 85 per cent of legal abortions were performed primarily on psychiatric grounds, 
including conditions described as exhaustion. 

In regard to the eugenic indication, the Swedish law of 1946 mentions only the 
hereditary transmission of mental disease, mental deficiency, and other severe ill- 
ness or defect. The more recently amended Danish law includes damage or disease 
acquired during intrauterine life, and this inclusion is also intended in Norway, 
where the proposed law merely refers to a danger that the child may suffer from a 
serious disease or physical or psychic defect. In practice, however, large numbers 
of abortions have been authorized in Sweden when German measles were contracted 
during pregnancy. 

Purely eugenic indications accounted in 1950 for 9 per cent of all legal abortions 
in Sweden and for 6 per cent in Denmark. The proportion in Sweden declined to 
about 2 per cent in 1954-1956. Danish figures for recent years are not available. 

The humanitarian indication, which is usually called juridical indication in 
Denmark and ethical indication in Norway, applies in the case of pregnancies re- 
sulting from certain offenses against the penal code, such as rape and incest. It 
also applies to pregnancies in children less than 15 years of age. The number of 
abortions performed on these grounds is small, averaging about 40 in Sweden during 
the years 1954-1956 and about 20 in Denmark in 1950-1951. These figures correspond 
to 1 and 0.5 per cent, respectively, of all legal abortions in these countries. 

The so-called defect indication of the Danish law permits legal abortion ‘in 
rather special circumstances’’ when ‘the woman is considered unsuitable to take 
care of her child owing to serious physical or psychic defects or other medically 
established conditions."’ Designed to permit the interruption of pregnancy in situa- 
tions such as mental deficiency without demonstrable genetic basis, this indication 
was introduced in 1956. It appears to be the intention of the authorities that it 
be used only in rare cases. 

Examination of the administrative machinery implementing the abortion laws 
reveals major differences among the countries. The procedure is most centralized 
in Sweden where about 85 per cent of all legal abortions are authorized by the Royal 


Medical Board in Stockholm, which has exclusive jurisdiction over cases involving 
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TABLE I 
Legal Abortions in Sweden, Denmark, and Norway: 1939-1956 


Number reported Ratio per 1000 live births 


Sweden Denmark Norway Sweden Denmark Norway 


484 
522 
519 
824 


1286 


3909 


4743 
5031 
4795 
5140 
5434 
4522 


cugenic considerations or legal incapacity and facultative jurisdiction over all other 
cases. The remaining 15 per cent of interruptions are performed on the authority 
of a certificate signed by two physicians. 

The Royal Medical Board makes its decision on the basis of a written report by 
the physician who has examined the woman seeking abortion. The format of this 
report is prescribed, but the detail included varies greatly. In recent years, about 
half the reports have come from municipal and other publicly supported clinics 
where psychiatrists and social workers are available for their preparation. Of the 
requests for legal abortion submitted to it in 1956, the Royal Medical Board ap- 
proved 69 per cent, compared with 79 per cent in 1954 and 89 per cent five years 
earlier. 

In Denmark, most legal abortions require authorization by a committee of three 
persons, attached to the local Mothers’ Aid institution, a publicly supported or- 
ganization, which conducts a thorough medical and social investigation. There 
are at present 21 such committees throughout the country, including five in greater 
Copenhagen. Each consists of two physicians, one a psychiatrist and the other 
a gynecologist, and an experienced social worker. A decision for interruption of 
pregnancy must be unanimous. About 3 out of 5 cases are rejected. Abortions on 
purely medical indication, where the threat to life and health results from a disease 
and not from the conditions under which the woman lives, may be performed on 
the sole authority of the appropriate chief of service. 


OBSTETRICS AND GYNECOLOGY cclober-december 1959 


1939 439 5 7 
1940 506 5 7 = 
1941 496 5 7 
1942 568 5 10 
1943 703 977 — 6 12 _ 
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The Norwegian draft proposes that every woman seeking abortion be admitted 
to a hospital with a written request from her own physicians and that the inter- 
ruption be authorized by two physicians, who are expected to examine the patient 
together. One of the two should ordinarily be the chief of the gynecologic service, 
and the other appointed by the public health officer of the city or county. This 
proposed arrangement is the least centralized in Scandinavia. 

As a result of the new legislation and its increasing utilization, the number of 
legal abortions in Sweden increased from about 500 in 1939 to more than 6300 in 
1951. During the same period the ratio of abortions per 1000 live births rose from 
5 to $7. A parallel development occurred in Denmark, pushing the number of legal 
abortions from about 500 in 1939 to 5400 in 1955 and the ratio per 1000 live births 
from 7 to 71. In Norway, the number of interruptions of pregnancy performed in 
hospitals in 1954 was almost 3200 or 50/1000 live births. The ratio was slightly 
higher than in Sweden, but lower than in Denmark. 

In recent years the upward trend of legal abortion appears to have been reversed. 
In Sweden the number declined from 6300 in 1951 to about 3850 in 1956, a drop of 
nearly 40 per cent in five years, and in Denmark from $400 in 1955 to 4500 in 1956, 
i.c., 17 per cent in a single year. Further substantial declines are expected for 1957 
in both countries. In part, this reversal of the trend appears to reflect a more re- 
strictive practice of authorization. It is not clear to what extent other factors 
may also be involved, such as a change of attitude toward abortions on the part of 
pregnant women or a more general and more skillful use of contraceptives. 
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The Problem of Criminal Abortion 


Milton Helpern, M.D.* 


NEW YORK, NEW YORK 


All abortions may be classified as belonging to one or the other of two major 
categories, spontaneous and induced. Spontaneous abortion occurs without inter- 
vention and usually results in complete expulsion of the pregnancy: of the complete 
ovum in the early stages of gestation, and of the fetus, membranes, and placenta 
in the later stages. Such abortions rarely are complicated by intrauterine infection 
or by the retention of products of gestation. In some instances, spontaneous abor- 
tion is caused by a severe systemic infection. As an example of an abortion caused 
by infection, mention can be made of a case in which twin fetuses were aborted 
during severe trichinosis. 

Many claims have been made that direct trauma to the abdomen or generalized 
severe trauma can cause abortion in the early months of pregnancy, as indeed it 
can in the later period. There have been abortions that were initially ascribed to 
accidental injury; autopsy established, however, that these cases were illegally 
induced abortions with instrumental perforation of the uterus during the early 
months of pregnancy. In one such case of fatal criminal abortion with uterine 
perforation, a law suit had been instituted two years earlier in which the claim 
was made that abortion had resulted from an alleged fall downstairs. Obviously, 
it may not be possible to refute such a claim of accidental injury when full recovery 
occurs after an illegal abortion. Many women who present themselves for medical 
treatment after showing effects of a criminally induced abortion report, when ques- 
tioned, that their condition resulted from an automobile accident or, more com- 
monly, from a fall. 

All abortions that are not spontaneous have been induced. Of these there is the 
group of legally or therapeutically induced abortions that are carried out for some 
valid medical reason by reputable physicians, following consultation with pro- 
fessional colleagues to establish that the procedure is being undertaken in good 
faith. The problems connected with the determination of and agreement as to the 
necessity for or propriety of the performance of a therapeutic abortion are evident 
from the remarks made by the other participants on the panel. The indications 
for therapeutic abortion will not be discussed in this article other than to indicate 
that the present language of the law concerning abortion and varying points of view 
of physicians as to legitimate indication often leave the ethical physician in a 
quandary as to whether an abortion in a given case will be considered justified and 
therefore accepted as therapeutic or legal. What I would like to emphasize in 
connection with therapeutic abortion, regardless of the merits and problems of the 
particular case, is that direct infections or other complications of the procedure 
are rare, despite the fact that many of the pregnant women on whom such an abortion 
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is performed are already suffering from serious disease and represent poorer risks than 
do the relatively healthy women on whom criminal abortions are carried out. The 
relative rarity of complications after therapeutic abortion performed by a trained, 
competent gynecologist indicates that the procedure, when properly performed, 1s 
relatively safe. I can recall only a single fatality resulting from an initially un- 
recognized perforation of the pregnant uterus during a therapeutic abortion, for 
which a hysterectomy was subsequently performed when the curetted tissue sub- 
mitted to the laboratory was found to be intestinal mucosa and not decidua. In 
that case the hysterectomy was too long overdue to prevent a long-drawn-out, 
complicating, fatal peritonitis. 

Another point worth noting is that law enforcement agencies, as a rule, have not 
questioned the propriety and judgment of reputable physicians who decide to per- 
form an abortion for therapeutic reasons in a reputable hospital. I have not found 
any tendency on the part of the authorities to intrude themselves in such cases even 
though there may not have been uniform medical agreement as to the indications 
for the abortion. The law enforcement agencies generally respect the physicians’ 
judgment and assume that they are acting in good faith. 

All other induced abortions, whether self-induced or performed by another person, 
are illegal or criminal according to law. Many cases of abortion, and in my opinion 
the majority, admitted to hospitals and classified as “incomplete abortion’ have 
been illegally induced. Because the induction is illegal and subjects the patient 
to the possibility of criminal prosecution, histories obtained from the patient as to 
how the abortion happened are frequently unreliable. In fact, in some cases abortion 
is not suspected by the hospital physician and the patient's concealment of what 
has occurred may lead to an erroneous diagnosis and incorrect treatment. In some 
such cases in which the outcome was fatal, the abortion was not suspected or recog- 
nized until autopsy was performed. There are also unlabeled fatal cases that the 
unsuspecting pathologist did not recognize because he was not forewarned and 
because the manifestations were unusual. 

In the ordinary case the patient is cither evasive, claims ignorance, or concocts 
a fictitious story as to how the abortion started. In the absence of evidence of 
overt crimina! interference, such as a perforated uterus or other gross injury, obvious 
sepsis from abortion, or a frank admission or accusation on the part of the patient, 
these cases of illegally induced abortion have not been routinely reported to the 
law enforcement agencies, and when, following treatment, the patient recovers 
and is discharged from the hospital it has been customary to designate the case as 
one of ‘incomplete abortion.”’ It 1s only when there is obvious evidence of inter- 
ference, with injury to the uterus or serious infection with serious illness or fatal 
outcome, that the diagnosis of criminal abortion is used; yet the cases previously 
mentioned, even though there is no obvious evidence of interference, belong in this 
same category. All such cases, regardless of how mild the injury or infection, are 


illegally induced abortions. The present practice of designating as “incomplete” 


cases in which trauma associated with induction is not obvious or conspicuous, and 
only the grossly evident cases as ‘‘criminal,"’ does not sufficiently emphasize the 
illegality of most of the cases in the so-called incomplete abortion group. 
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Perhaps it would be more meaningful to designate as “‘abortion, circumstances 
undetermined "’ all the incomplete abortion cases in which a clear-cut reliable history 
can not be obtained and which come under medical observation in hospitals. Such 
a diagnosis carries with it the implication that there was no evident indication for 
therapeutic abortion and also that the precise method used by the perpetrator could 
not be determined, and it does not exclude self-induction. The obvious illegal or 
criminal abortion should be so designated and qualified, if possible, with the state- 
ment that it was self-induced or induced by some other person or persons. A careful 
and searching history, a consideration of the circumstances and of the clinical and 
pathological findings, and autopsy findings in fatal cases are usually necessary to 
clarify the nature of most cases of illegally induced abortion. 

In fatal cases of criminal abortion there obviously can be no prosecution if the 
procedure was self-induced without assistance. The inability to exclude the possi- 
bility of self-induction in some criminal abortions in the absence of convincing 
valid corroborative evidence against a suspected perpetrator makes a successful 
prosecution difficult if not impossible. This is why it is more difficult to prosecute 
and obtain convictions in cases of fatal criminal abortion than in nonfatal cases in 
which the aborted woman can provide much of the valid evidence necessary for the 
indictment and conviction of the abortionist. 

All definite or suspected deaths from abortion are reportable to the medical ex- 
aminer’s office for investigation, and an autopsy to establish the specific cause of 
death is performed in every such case. Spontaneous abortion is rarely fatal, and 
a death ts never classified as having resulted from one in New York City. The his- 
tory that the abortion began spontaneously is so often contradicted by the clinical 


and autopsy evidence and subsequent investigation, that it has become the policy 
in the medical examiner's office in New York City to classify such deaths from 
abortion as “‘circumstances undetermined’’ and to refer all deaths from abortion 
routinely to the police and district attorney's office for investigation. 


Deaths from induced abortion in New York City have shown a sharp progressive 
drop during the 30 year period between 1921 and 1951 despite a progressive increase 
in the city’s population. Since 1951 there has been an increase, but the total number 
is still relatively small by comparison with tiie incidence prior to 1941. This trend 
is shown in table 1, showing incidence in years picked at random since 1921. The 
majority of these deaths occurred in married women and more among colored and 
Puerto Rican than among white women. There were also many deaths among 
unmarried persons. It is reasonable to conclude that the abortions, when not self- 
induced, were done by untrained nonmedical persons. There were more deaths 
from crudely performed criminal abortion, some with very severe injury, among 
single women, who in desperation are more apt to expose themselves to the crude 
abortionist than are married women. Most deaths from abortion occur between 
the ages of 20 and 3C, although there is great variation in age. Ages of victims 
have ranged from 13 to 50 years. 

The sharp decrease in the incidence of fatalities from criminally induced abortion 
became evident with the successive introduction of chemotherapeutic and antibiotic 
compounds for the treatment of infection. One rarely sees the protracted cases of 
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TABLE I 
Incidence of Deaths from Induced Abortion in New York City 


Deaths 


144 
140 
92 
70 
48 
25 
21 
15 
23 
35 
31 


postabortal sepsis. What one encounters most at the present time is the case in which 
there is immediate or rapid death as the result of the method utilized, usually by 
crude ignorant nonmedical persons. There are deaths during or prior to abortion 
from gross overdosage of intravenous barbiturates administered for anesthesia or 
from inhalation of chloroform in the doctor's office. Deaths from pulmonary air 
embolism also are encountered and require awareness and suspicion on the part of 
the medical examiner. In most such cases the victim is found dead at the scene, 
the history is misleading, and the surroundings have usually been altered to avert 
suspicion. Fatalities from air embolism also occur during attempts at self-induction, 


resulting from the injection of air into the uterus by the use of a gravity douche or 
rubber bulb syringe. There are deaths from hemorrhage and shock resulting from 


crude instrumentation, with laceration and perforation of vagina, uterus, cervix, 
intestines, and mesentery. In recent years very rapid deaths have resulted from the 
injection of irritating and corrosive fluids into the uterus. These have included 
solutions of medicated soap, phenolic compounds, and irritants like powdered 
mustard suspended in olive oil. In one such case, microscopic particles of mustard 
seed in oil were found as emboli in the lungs and the venous sinuses in the uterus 
contained similar material. There have also been fulminating cases of gas bacillus 
infection and occasional cases of tetanus. The pregnant uterus is an ideal place for 
the growth of pathogenic anaerobic bacteria. Some chemical irritants injected into 
the pregnant uterus have caused necrosis, hemorrhage, hemolysis, and shock and 
secondary acute nephrosis followed by uremia in addition to sepsis. In all these 
cases the uterus exhibits definite evidence of injury. Death in most current instances 
of fatal criminal abortion occurs rapidly in contrast to the long-protracted type of 
postabortal septic infection commonly seen years ago. 
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Therapeutic Abortion: One Physician's Viewpoint 


Alan F. Guttmacher, M.D.* 


NEW YORK, NEW YORK 


Initially 1 would like to remind you that law is man made. Laws covering the 
same subject vary markedly from culture to culture. In addition, these laws are 
not immutable; they may be changed within the culture. What is legal in Japan 
may be illegal in America. The ideals of the Japanese may be just as high as our 
own, but they may interpret these ideals in a different way. 

Of the five largest population concentrations, China, India, Russia, United States, 
and Japan, only India and the United States have severely restrictive legislation in 
regard to abortion. Abortion in the three other populous areas is neither illegal nor 
regarded as morally reprehensible. What is the origin of our laws? The laws of the 
United States, that is, the slightly different laws of each of the states, are modifica- 
tions of the English law of 1861, which, in turn, was derived from English canon law. 
Abortion was freely practiced in a number of primitive cultures. In Hebrew culture, 
however, abortion was disapproved of, and the moral and legal attitude of the Jews 
was adopted by Christianity. 

What is the law in regard to therapeutic abortion? In 42 of our 49 states, I think, 
the law permits abortion “‘to preserve the life of the mother." The law of New 
York permits abortion “‘to preserve the life of the mother or the child."’ I have 
given a good bit of thought as to how one could preserve the life of a child by com- 
mitting abortion. I dare say that, if the physician performs an operation, such as a 
cesarean section for a woman who is bleeding violently, in order to save the child's 
life, if the child weighs less than 1000 Gm., thereby being in the abortion classifica- 
tion, and if the child dies, it can be said that the procedure was done to save the 
life of the child. Therefore, for all practical purposes, in New York we are dealing 
with a law that permits interruption of pregnancy only to preserve a woman's life. 

How do legitimate, ethical physicians operate under this type of law? To cite 
an example, a young, very strong woman of good background and from another 
state came into my office recently; she was 2] years old and pregnant. She was 
about 10 days overdue in her menstrual period. The alliance in which she had 
become pregnant had broken up. She demanded abortion. I asked on what possible 
grounds I could abort her. She answered that she was a very serious cardiac. I 
asked her why she thought she was a serious cardiac. She told me that she had 
seen a specialist who told her that she was a severe congenital cardiac. I agreed to 
perform an abortion only if my own cardiac consultant agreed to the severity of her 
condition and if, despite the fact she was 21, I could talk to one or both of her 
parents. This caused tears, since of course her parents did not know she was preg- 
nant, but I was immutable. I sent her to my cardiac consultant, who reported that 
she had a tremendous murmur, but that as far as he could see she had no cardiac 
enlargement. She compensated well except after strenuous activity, and, although 
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she was unable to take part in athletics, her life went on apparently unmodified. 
I thought it best not to perform the abortion, because there was no real medical 
necessity for it. Nevertheless, | have great sympathy for this young woman; she 1s 
illegitimately pregnant and she is going to risk her life carrying an unwanted preg- 
nancy. However, under the law of New York State, I could not see that aborting 
this pregnancy was essential to preserve a life. Her own doctors disagreed violently 
with my cardiac consultant, but they can send her to another physician who might 
agree with them. I am out of the case. 

Is this good medicine? Is this good sociology? Is it good humanity? Everyone, 
I think, will have a different answer, depending upon his experience and attitude. 
I want to follow the law of New York as carefully and critically as I can. Why? 
Because I want to see it changed. Unless we carry out the law as literally as we 
can, We are not going to see any relaxation of its restrictions. 

How do we carry out this law at The Mount Sinai Hospital, where I have the 
privilege of being chief of obstetrics and gynecology? 

There are many ways that hospitals can administer the intramural problem of 
therapeutic abortion. In some institutions, very few to be sure, the director of the 
hospital, particularly if he is a physician, determines whether or not an abortion 
should be done. In other institutions, the chief of obstetrics and gynecology decides 
whether or not an abortion should be done. In still other institutions it is only 
necessary to have the written statement by two senior attending physicians that 
abortion is necessary. At Mount Sinai we employ a system that is becoming more 
and more common throughout the country, an abortion board, which is a permanent 
committee of the medical staff. Our board consists of five physicians, the chief of 
obstetrics and gynecology, the permanent chairman, the chief of psychiatry, a 
permanent member, and rotating members from medicine, surgery, and pediatrics. 
Any case to be heard is brought before the board. However, previous to the meet- 
ing, there must be two letters from members of the staff or physicians of repute in 
the community, recommending interruption of the pregnancy. These letters must 
be received by the chairman 48 hours in advance of the meeting so that they can be 
circulated and studied by the members of the committee, in order that they may 
acquaint themselves with the indications for abortion. In the course of the six 
years that the committee has been in operation, we have had a total of 172 requests 
for therapeutic termination of pregnancy and 147 of the requests have been authorized. 

Why are so few rejected? In the first place, the staff knows full well how the com- 
mittee will react to the case they have under consideration and whether the case 
will qualify for interruption of pregnancy at Mount Sinai. If it will not, they do 
not present the case to the committee. This is one reason we have such a high 
affirmative rate. In the second place, physicians frequently call us on the telephone 
and ask, for example, ‘‘Do you interrupt pregnancy for multiple sclerosis?’’ When 
they are told that we do not, the case is not sent to us. 

What is the incidence of abortion at Mount Sinai? We know that the incidence 
in the city of New York is 5/1000 live births, or five therapeutic abortions to every 
1000 living infants. At Mount Sinai we have performed 147 therapeutic abortions 
in 25,000 deliveries since January 1, 1953, an incidence of 1 to 170 deliveries, or 
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5.9/1000 births. Our incidence exceeds the general incidence in the city of New 
York by 0.9. Our incidence, of course, may not be characteristic of the incidence 
of other institutions, many of whom have a considerably lower and many a higher 
rate; otherwise the city average would not be 5/1000. There are several institutions 
that are much more rigid than we are. 

Have we saved 147 adult lives by carrying out therapeutic abortion? It is difficult 
for an honest, conscientious physician to define the phrase ‘to preserve the life of 
the mother."’ Does this phrase actually mean to prevent her death, so that a death 
certificate will not be issued for her, or are there other things involved? As is well 
known, in England the legal phrase “to preserve the life of the mother"’ is given a 
very much broader interpretation through the famous case of Alec Bourn versus 
the Crown. In 1939 Dr. Bourn aborted a girl who had been savagely raped by three 
soldiers and impregnated during the process of the rape. He aborted her on the 
open wards of St. Mary's Hospital, an Episcopal institution, and then asked to be 
arrested. He was arrested. In his trial, Bourn’s attorneys pleaded that to save the 
life of the mother means not only her physical life but her mental and emotional 
life as well. Dr. Bourn was acquitted on the basis of this interpretation. We have 
had no Bourn in New York—we have had no Bourn in any of the states of America 
but we are taking advantage of this liberal English interpretation when we perform 
certain types of abortions: those cases that some physicians consider part and parcel 
of good, up to date therapeutic medical care. After all, if we were going to carry 
out the New York law precisely as written, only a microscopic number of the 147 
cases at Mount Sinai would have been terminated, because in only a few instances 
did we literally save the life of the mother, that is, permit her to live x number of 
years longer. 

What cases have come before the committee? The preponderance of cases pre- 
sented for abortion were for psychiatric indications. Forty per cent of the total 
number of cases presented to the board were presented for psychiatric indications. 
Of the 68 patients presented for this reason, 57 were aborted and 11 rejected. Does 
that mean that any woman who has a history of psychopathy will be aborted at 
Mount Sinai? No, it does not. We have established two precise rules about psychi- 
atric indications that may appear very artificial and illogical. The first is that 
the patient must have been under psychotherapy previous to impregnation; in other 
words, there must have been some psychiatric disturbance in this patient previous 
to the current pregnancy. The second rule is that she must have threatened suicide. 
We know that a seriously psychotic woman can go through pregnancy, one who 
has received shock treatment and other types of psychotherapy, and that pregnancy 
will not alter her psychopathy markedly— we do not fear death in pregnant psychi- 
atric patients because they are pregnant unless they threaten to commit suicide. 
These two rules, previous psychotherapy and threat of suicide, may seem unfair, 
but to us who are not psychiatrists it is remarkable how rapidly the threat of suicide 
is dissipated by interruption of pregnancy; as soon as pregnancy is interrupted the 
woman returns to the community with, as far as we know, her suicidal intent inter- 
rupted as successfully as the pregnancy. 


The second large group of cases presented to the board, a group that may cause 
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considerable discussion, is the cugenic group. We have had 49 cases presented for 
abortion because of eugenic reasons: 29 per cent of the total cases. Of these 49 
patients we aborted 38. What are the cugenic reasons? The largest number, of 
course, were aborted for rubella, German measles. We do not abort every woman 
who presents herself as having had German measles during pregnancy; we have 
certain rules about this also. The diagnosis of rubella must have been made by a 
member of the Infectious Disease Division of the Health Department, or a board- 
certified pediatrician who teaches on one of the medical faculties in the city of New 
York. We only consider cases for interruption of pregnancy if the diagnosis has been 
made by one of two such authorities. With regard to rubella, we feel that parents 
may be obsessed by the fact that the mother has contracted rubella in the first 12 
weeks of gestation, and fear that they will produce a highly malformed baby, not 
a baby with minimal malformations. Seven months of this agonized apprehension 
may destroy the emotional health and integrity of one or both parents. 

We have also aborted patients with other ecugenic indications, such as their being 
hemophiliac carriers, their having had postconceptional radiotherapy, and so forth. 

The third large group of patients for whom abortion was sought was the group 
who had had malignancy. We have had 18 cases presented to us and have aborted 
15 of these patients with previous history involving breast, cervix, or thyroid cancer, 
melanoma, and soon. It could be argued that a life is not being saved by interrupting 
pregnancy for malignancy. Suppose a woman had carcinoma of the breast and 
her breast was amputated seven months before she became pregnant. Pregnancy is 
not going to initiate metastases, although it may accelerate their growth. There- 
fore, when aborting for malignancy, we are not really carrying out the law strictly 
in terms of saving lives. We may add several years to the patient's life, but we are 
not going to prevent her death from malignancy. 

We could present the remaining indications, but I am not going to prolong the 
discussion to that extent. It is interesting to remember that, if we had talked about 
this topic 15 years ago, the three great indications for interruption of pregnancy 
at that time would have been heart, lung, and kidney diseases, whereas today the 
three principal indications are utterly different, being psychiatric and eugenic indica- 
tions or a history of previous malignancy. It is obvious that indications have changed 
over the yeats. 

Now what about the future? I for one feel that many of the abortions that we 
perform are very necessary, though they may be pseudolegal. To carry out thera- 
peutic abortion for rubella is allowing us to act as judges, to interpret the law ac- 
cording to our desires. We are not worried that the state's attorney will prosecute 
us, but we do not like the statute now on the books. Sincere doctors should have 
the advantage of a much more permissive law, allowing them to carry out the dictates 
of modern medicine as they understand them with full legal sanction. I believe 
that the law of 1861 needs considerable revamping. I am confident this opinion is 
not iconoclastic; I dare say that there are many physicians who feel the same way. 
I know that many lawyers do. About two years ago I had the privilege of attending 
a session of judges and lawyers, my brother being a criminal psychiatrist interested 
in the abortion law. I listened to a very erudite discussion by men such as Judge 
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Learned Hand and Professor Herbert Wechsler of the Columbia Law School. The 
group was totally dissatisfied with the law as now written, and the ma‘n discussion 
was how to rewrite and liberalize the law. So not only progressive doctors are 
unhappy with our abortion laws, but judges and lawyers as well. Eventually abortion 
laws will be written so that they can be realistically carried out. 

I do not want blanket permission to abort any woman who is unhappily preg- 
nant; I do not think our civilization is ready for this or that it ever should be. But 
I do want a law that will allow doctors to carry out what they think is good medi- 
cine and to carry it out securely within the law. I would have liked a law permitting 
me to interrupt the pregnancy of the girl with the heart murmur. I do not think 
that continuation of pregnancy is going to serve any good purpose for her or the 
community. I think it unnecessary and unwise for an ill woman to endanger her 
life for an illegitimate child that is unwanted. However, since the law is the law, 
we must carry out its dictates as literally and precisely as we can within the frame- 
work of our own consciences and the confines of modern medical practice. 


A HISTORY OF PUBLIC HEALTH 


by George Rosen, M.D., Ph.D., M.P.H. 
Professor of Health Education, School of Public Health and Administrative Medicine, 
Columbia University; Editor of the American Journal of Public Health 


Foreword by Félix Marti-Ibaniez, M.D. 


A History of Public Health approaches the subject of public health from a broad point 
of view and considers the health problems of communities of different periods in terms 
of their political, social, and economic patterns. A few of the topics covered are the 
following: disease prevalence, water supply and sewage disposal, epidemiological theory, 
maternal and child health, nutrition, occupational health, statistics, health education, 
public health administration, communicable disease control, medical care, public health 
and public policy, public health nursing, medical geography, and international health. 

The first comprehensive international account of community health action, A History 
of Public Health is designed to be read by physicians and professional health workers. 
Attractively bound in durable cloth, 552 pp. $5.75. 
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Abortion: Summary of Some Issues Raised 
During the Discussion Period 


Ruth R. Doorbar and Esther U. Coke 


METUCHEN, NEW JERSEY 


Referring to Dr. Tietze's differentiation between medical and humanitarian indica- 
tions for abortion, Dr. Sophia Kleegman opened the discussion by pointing out 
that humanitarian motives were basic to the medical profession, and that, more- 
over, honesty and integrity were essential. In emphasizing this point, she ques- 
tioned Dr. Guttmacher as to whether or not he would refuse therapeutic abortion 
to his own daughter on the same grounds as he refused an abortion to a cardiac 
patient. 

Dr. Kleegman likewise pointed to the culpability of many physicians who were 
willing to ask others to circumvent the law by doing an abortion. This, she felt, 
was no different from doing the abortion oneself. She asked Dr. Cosgrove if he 
would perform a therapeutic abortion under any circumstances and also asked him 
to explain the source of his objection to such abortions. 

In addition, Dr. Kleegman emphasized the extreme difficulty in estimating the 
number of abortions done in New York City, since so many are done illegally. She 
questioned the effectiveness of Dr. Guttmacher’s method of strictly adhering to the 
laws on abortion in order to bring about revision of these laws. She contended that 
influence for legislative change normally stems from people in the upper economic 
levels who, having access to abortion under satisfactory medical conditions, are 
not too inconvenienced by the existing legal barriers. 

Dr. Tietze replied to Dr. Kleegman by clarifying the distinction he had made 
between medical and humanitarian indications for abortion as being one employed 
in the Scandinavian countries, specifically in Sweden. Denmark, he added, employs 
the term “‘juridical’’ or ‘*juridical-ethical’’ and Norway uses the term ‘“‘ethical"’ 
to distinguish cases in which indications for abortion are other than medical. 

Dr. Guttmacher, in answering Dr. Kleegman, maintained that strict adherence 
to the law would bring about reforms by creating the need to resort to pseudolegal 
procedure with resultant frustration in the community. He further emphasized 
that, although slow, legislative change only results from an aroused public opinion. 
Dr. Guttmacher also felt that Dr. Kleegman's question concerning the relationship 
of the patient to the physician in determining the indications for therapeutic abortion 
was impossible to answer. He pointed out, however, that The Mount Sinai Hospital 
is more lenient in aborting clinic patients than private patients since the economic 
status of clinic patients is often such that raising a child would constitute a threat 
to her physical well-being 

Dr. Cosgrove, in answer to Dr. Kleegman, re-emphasized that the physician 
shares the moral status of the abortionist to whom he refers the patient. He stated 
that he would not do a therapeutic abortion since he did not consider it “*‘ good 
medicine,’ but that he would treat a definite life-threatening disease even if fetal 
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death might result from the treatment. Dr. Cosgrove attributed his objection to 
therapeutic abortion to his greater medical knowledge resulting from long medical 
experience; he denied being motivated by other than medical considerations. 

Attesting that therapeutic abortion, resulting in destruction of life, conflicts with 
the physician's task, which is to save human life, Dr. Roy J. Hefferman reported on 
a questionnaire sent by his associate and himself to 371 American teaching hospitals. 
The results showed that more maternal deaths occurred in hospitals condoning abor- 
tions, and that 2176 babies had been “‘sacrificed.’’ The survey also indicated objections 
to psychiatric reasons for abortions. Many psychiatrists objected to therapeutic 
abortion because of its deleterious effects on the mental state of the mother. In 
conclusion, Dr. Hefferman inquired of Dr. Guttmacher why ‘‘ doctors should be given 
a right to kill’’ in view of the excellent records of hospitals that do not allow thera- 
peutic abortions. 

Dr. Guttmacher, in contrast to Dr. Hefferman, outlined his conception of the doc- 
tor's role as not just a preserver of life but as a preserver of happiness as well. He also 
objected strongly to the equation of therapeutic abortion with murder. 

Dr. Cosgrove contended that if Dr. Guttmacher’s thesis was right, doctors would 
end up aborting all unwanted pregnancies in order to make their patients “‘ happy.” 
He reiterated his opinion that killing the fetus, biologically a human being, consti- 
tutes premature infanticide. Furthermore, he stated that the Judeo-Christian pro- 
hibition of killing, serving to preserve humanity, applies equally to the individual 
before birch. Dr. Cosgrove stated that he had followed many cases who were re- 
fused abortion and who were psychiatrically disturbed in Dr. Guttmacher’s terms; 
these individuals, he contended, experienced no dire results. He also questioned 
the need of aborting those who threatened suicide if not aborted. As proof he cited 
the absence of suicide among those refused abortion and the low rate of suicides 
among pregnant women in Scandinavia. 

Dr. Helpern concurred with this opinion and stated that in New York there are 
very few cases of suicide in pregnant women. 

Dr. Guttmacher characterized the differences between Dr. Cosgrove and himself 
as philosophical rather than personal. He felt that his view opposing the idea 
that abortion is murder was sustained by Nicholson J. Eastman. 

Dr. Theodore Robie spoke strongly in favor of liberalizing therapeutic abortion 
when there is good psychiatric justification; and, in regard to Dr. Robie’s remarks, 
Dr. Guttmacher emphasized that The Mt. Sinai Hospital in New York requires 
that psychotherapy antedate the current pregnancy before therapeutic abortions are 
passed on. He deplored the report that many persons have been going to Cuba 
and Puerto Rico for abortions, and saw this evasion as a hindrance to the reform of 
American laws. 

Dr. Mary Calderone, after defining health as a state of complete physical, mental, 
and social well-being, pointed out that illegal abortion may be considered as a social 
disease with an incidence, a therapy, and preventive measures. Reporting on the 
increasing number of pregnancies among emotionally and physically immature 
girls of the 11 to 15 year age group, she suggested realistic sex education with a 
strong emphasis on responsibility toward pregnancy as one important preventive 
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measure. She also mentioned the largely ignored but very important role of the Hospital 
Accrediting Committees in the control of therapeutic abortions. These committees, 
rather than the law, dictate policies on abortions, and she suggested that the de- 
cisons of such committees be considered in any discussion of the problem of thera- 
peutic abortions. 

Dr. Hugo Beigel pointed out that, as we come to consider more carefully the 
attitudes of the Scandinavian countries toward abortion, there will be a greater 
effect on the liberalization of laws in the United States. 

Dr. Harry Benjamin quoted the case of a young woman who was first accepted 
for an abortion by a medical board and then, just before surgery, was denied the 
operation when legal and religious disapproval became evident. 

The chairman, Dr. Kiser, closed the discussion by expressing hope that frank 
discussion of the problems of therapeutic abortion will result in research and re- 
appraisal such as has occurred in the areas of contraception and venereal disease. 


SEVENTH ANNUAL SYMPOSIUM ON ANTIBIOTICS 


We are pleased to announce that the Seventh Annual Symposium on Antibiotics, sponsored 
by the journals, ANtipiotics & Cuemoruerapy and Antiprotic Mepicine & THerapy, 
will be held on November 4, 5, and 6, 1959, at the Mayflower Hotel in Washington, D. C. 

The original manuscript and one copy must be submitted by October 15, 1959. Five copies of 
an abstract of no more than 200 words must be submitted no later than September 14, 1959. 

Submitted manuscripts must contain new, previously unpublished material. They must be 
typewritten, double spaced, on one side of 8'% by 11 inch paper. No more than six illustra- 
tions should accompany each manuscript. These glossy prints should be no larger than 85 by 
Il inches so that they can be clearly reproduced with a one-third reduction. Bibliographies 
should conform to the style of the Quarterly Cumulative Index Medicus, published by the American 
Medical Association. Generic names of drugs should be used throughout the manuscript, except 
that the first time the drug is mentioned the trade name may be referred to in a footnote. 


Please submit manuscripts in duplicate to: 


Dr. Henry Welch, Director 

Division of Antibiotics 

Food and Drug Administration 

U.S. Department of Health, Education, and Welfare 
Washington 25, D. C. 
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SECTION TWO 


Frigidity in Women 


Sophia J. Kleegman, M.D.* 


NEW YORK, NEW YORK 


When discussing a subject so interwoven not only with psyche and soma but 
even more with emotional reactions conditioned by mores, taboos, and religion, 
the interpretation of any individual is analogous to that of the proverbial six blind 
men describing an elephant, cach presenting a completely different picture, depend- 
ing upon which part of the elephant he happened to touch. Therefore it is important 
to state my frame of reference so that we may communicate despite our varying 
backgrounds. 

For the past 34 years, I have had a large experience in clinical gynecology. Besides 
an intensive training in its diagnostic and therapeutic aspects, I had the rare good 
fortune to have a close professional and personal association from my student days 
on with the late Dr. Robert L. Dickinson, one of our great teachers in the sex problems 
of women. He taught me to recognize the many physical disorders caused or con- 
tributed to by sexual maladjustments. My diagnosis and treatment are of those sex 
problems in the level of conscious behavior of women in the upper socioeconomic 
class in this city. This paper will be limited to the frigid wife. 

Frigidity is inability to have complete sexual response to orgasm in coitus. Abso- 
lute frigidity is the lack of any satisfying emotional response. Some frigid women are 
entirely passive without negative reaction. Others react with active rejection or 
even revulsion. Relative frigidity is the ability to respond to a variable degree, 
with inability to achieve orgasm. Frigidity may be primary or secondary. 


PRIMARY FRIGIDITY 


Only 15 per cent of the frigid women I have seen presented this symptom as part 
of a severe neurosis. These women had acquired a strongly negative feeling toward 
sex long before marriage. They rejected their femaleness and felt cheated because 
they were women. They had many fears: fear of ‘the brute in man," fear of pain, 
fear of pregnancy. Coupled with their own unfortunate status, they often married 
men who had also been crippled in the development of their male role. This combi- 
nation is of no help in thawing out a frigid woman. 

I have only an occasional patient in whom the frigidity is part of a well-entrenched 
homosexuality, making the heterosexual relationship threatening and often hor- 
rendous. In this severely neurotic group, one finds the vaginismus that cannot be 
overcome with gynecologic treatment because the etiology is too deeply rooted in 


* Clinical Professor of Obstetrics and Gynecology, New York University-Bellevue Medical Center, 
New York, N. Y. 
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a sick psyche. This group needs psychiatric referral. Rarely do I need to refer a 
patient to a psychiatrist for frigidity unless many other serious neurotic symptoms 
are present. 

However, most of the women whom I see who have primary frigidity are not 
severe neurotics but are victims of our unfavorable cultural patterns. Many women 
in the younger age level can best be described as“ innocent.’" They have not learned 
how. They have been overprotectively brought up with little sex experience other 
than repression. It is this repressive, inhibiting conditioning that cripples our 
women for normal sex life. So many premarital patients have said to me, ‘* When 
all my life I have been told something is bad, I cannot change my feelings overnight 
now that you tell me it is good."’ In the absence of neurotic disease, such a young 
woman needs education an! re-education. Counseling of husband and wife, teaching 
of anatomy and especially physiology of coitus, release from worry and from a 
sense of inadequacy and guilt, a permissive supportive attitude allowing her to 
grow up and away from the restrictive, possessive home relationship is the therapy. 
The earlier an experienced physician sees her, the quicker the cure. Vaginismus in 
this group can be cured by the gynecologist. 

An adequate premarital interview will often prevent much unhappiness. Lack 
of proper management may entrench the frigidity. Without trained help many couples 
in this category improve with time and a good interpersonal relationship. Many 
others never achieve good sexual adjustment but maintain a good marriage despite 
the wife's frigidity. 

Another group of relatively normal women with primary relative frigidity are 
those who have experienced sex response either through masturbation or petting. 
Many in this group develop the habit of strong braking of mounting response in 
order “‘not to be carried away."’ Others do experience orgasm with masturbation 
and/or petting. Such a woman looks forward to marriage and intercourse with 
high expectations and then is deeply disappointed because she finds intercourse 
far less exciting than her previous petting experience. Bells don't ring, and birds 
don't sing, and the glorious ecstasy that the movies and cheap literature had led 
her to expect turns out to be a terrible disappointment and leaves her nervously up- 
set with a feeling of inadequacy and often with a feeling of guilt. “‘I must be a 
pervert’’ is a frequent reaction. 

A woman who has had the experience over and over again of being thoroughly 
aroused and not having orgasm is a candidate for many gynecologic symptoms. 
In an appreciable number of these women nature will adjust this situation with the 
protective mechanism of absolute frigidity. As response lessens, coitus is avoided 
or rejected, or else feeling is simulated, often with mounting resentment. 

Most of these women can be helped with education in the physiology of coitus. 
The ease or difficulty of a cure will depend in large measure upon the experience 
of the counselor, the length of time of the frigidity, the personality structure of the 
woman, and the interrelationship of the couple. Couples who have developed 
serious conflicts, often as a result of this problem, require much more than sex ad- 
justment. A woman whose main source of stimulation has been the clitoris, and 
who with marriage receives little or no stimulation before entrance, and no clitoral 
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contact after entrance, finds it physiologically impossible to achieve orgasm. Some 
instructions in technique are helpful for all who are about to be married. It is essential 
for this group since they have not yet found the way themselves. Any counseling 
in techniques must always stress the importance of individual freedom to experiment, 
to choose, to do that which gives each other the most pleasure. A good book is 
helpful, but it is the individual counseling that meets the individual need. The 
advice that should always be included is *‘ Read this book, try the various suggestions 
we have discussed, and then throw them all away and write your own book.” 
Rigidity of attitude as well as frigidity ruins sex pleasure. 
SECONDARY FRIGIDITY 

Secondary frigidity may be physiologic, selective, or specific. Physiologic frigidity 
is related to physiologic causes such as pregnancy and the postpartum period, de- 
pleted physical status following acute illness, or age, the woman's being too young 
or too old. Some excellent sex mates lose all feeling during pregnancy. As many 
others have the same or even heightened sex response. Women vary greatly as to 
the age at which libido is lost. For most potent women such loss does not occur 
until many years after menses have ceased. Some women only begin to enjoy sex 
after the menopause, since fear of pregnancy is a serious deterrent to normal response. 

Those women who show a greater degree of postmenopausal atrophy of the vulvo- 
vaginal tissues are more apt to lose sex desire. Many women in my practice have 
excellent, undiminished response in the 60's and a few in the 70's. I have 1 patient 
who was frigid with two husbands from age 29 to age 58. She had no extramarital 
experience until she was 72. For the past two years she has had a lover two years 
her senior and has had excellent response and orgasm for the first time in her life. 
She is amazed at the intensity and pleasure of her sex life. Her explanation is that 
her 76 year old lover is the only one of the three with good potency. 

Women who are selectively frigid give us considerable insight into the problem 
of frigidity. One woman can have excellent sex response with one husband and 
be hopelessly frigid with another. A woman can have excellent response under 
one set of circumstances and be frigid with the same husband under other circum- 
stances. If a woman has a good sex response and then reports inability to have 
orgasm, the cause is usually due to emotional factors. A poor interpersonal re- 
lationship interferes with a good sex adjustment. As an example, one of my patients 
who had quickly arrived at an excellent sex adjustment reported frigidity after 
three months of marriage. The cure of her frigidity consisted in a settlement satis- 
factory to both her and her husband as to who should wash the dishes and how 
they should be washed. Every variety of interpersonal conflict may cause this 
type of secondary frigidity. 


Specific frigidity relates to interference with normal response due to some specific 
circumstance, such as lack of privacy or severe emotional tension related either to 
work or worry outside of the sex relationship. 


ETIOLOGY 


The three most important factors in frigidity are: (1) Our culeural attitudes toward 
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sex: the sex taboo that equates sex with sin and shame. Indoctrination in poor 
sex attitudes by the mother is the most common cause of culturally induced 
unresponsiveness. (2) Devaluation of the status of woman and of her role in the 
family or society. (3) Lack of leadership in the educational resources in our cul- 
ture; this lack is responsible for the great lag between knowledge already available 
in the field of sex education and the circulation of this knowledge through all avail- 
able channels. 

Kinsey found that sex response of children is the same for both sexes until the 
age of three. From then on there is a noticeable difference in sex response between 
boys and girls, the girls being more inhibited. It is only 80 years since one of the 
country’s leading gynecologists stated with full authority, “Any wife who has 
any feeling in the marital relation is no better than a prostitute."’ The ideal woman 
was “‘pure,"’ and the pure woman was sexless. Marital relations were a duty, and 
the appropriate response of the ‘* good"’ wife was a dignified acquiescence. 

Freud and modern psychiatry have been powerful forces to help us evolve from 
this abysmal ghost of ritualistic bondage, but the gap between knowledge and 
general application is still enormous. Even today a small group of psychoanalysts 
holds to a theory of frigidity in women that in my opinion is antiphysiologic and 
has caused much confusion. According to the definition of this group, most women 
are frigid. These analysts divide the sexual response of woman into clitoral or 
vaginal orgasm. A woman who is a loving, vital, responsive sex partner, participat- 
ing with complete and mutual enjoyment of coitus with her mate is, according to 
this theory, labeled as frigid unless there are contractions of certain fibers in the 
upper portion of the vagina of which she is supposedly unaware. Moreover, the 
required twitch of these specific fibers that should be felt by the man are actually 
not felt by most men. 

This theory represents a rigidity about sex that is most destructive. From my 
knowledge of anatomy and physiology of coitus, coupled with a vast clinical ex- 
perience, I reject this kind of thinking. Is there a difference in feeling between 
the orgasm of external clitoris stimulation alone and the orgasm of the complete 
togetherness and fusion of coitus? Of course there is. Is the so-called vaginal 
orgasm independent of clitoral contact and response? Such a schism is both un- 
realistic and unphysiologic. There is much more to a woman's orgasm than clitoris 
or vagina. Orgasm involves a woman's whole body from head to toe, and she 
responds with her total personality as well. Perhaps there would be less disparity 
between our points of view if we could learn to communicate. 

Preventive measures are our best therapy. It is in this area that we of the older 
generation can feel so optimistic of the future of the human race in every area. 
People can be conditioned to any kind of behavior—-to any kind of physiologic or 
psychologic response. 

In my own span of years of practice, our women have improved greatly in their 
entire pattern of thinking, feeling, acting, and reacting in their sex lives, due to 
changing cultural patterns. Education is our most potent weapon. The brides 
who come to me today for their premarital interviews have a very different attitude 
from those of 30 years ago. Women today want to enjoy sex— indeed, they demand 
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it. They also come to marriage with a real desire to be good sex partners, to fulfill 
their femininity. I am not speaking of the small number of neurotic women whom the 
psychiatrists see. I am speaking of the vast majority of relatively normal women 
who are marrying today. They are well informed through marriage courses in 
college and free discussions in high schools and churches about petting, dating, 
and choice of mate. The books and magazine articles available to them are numer- 
ous, so that to be a responsive wife sexually is the goal they seek, and frigidity in 
woman no longer marks the “ideal, pure, good woman” but is a state to be avoided 
or treated. Women today are aware of the importance of planning their pregnancies 
and know enough to ask for medical advice for this purpose. They realize that fear 
of pregnancy destroys a good sex relation and often take the initiative in asking 
their physician for advice when they come for the premarital visit. 


RECOMMENDATIONS 


We must educate the educators. The first and most important educators are the 
parents. We should educate the parents through our excellent mass media to rear 
their sons and daughters with wholesome attitudes towards sex and marriage. 
The parents can be helped to establish and maintain a wholesome relationship 
towards their children in their growing years so as not to cripple their sex lives 
of the future. 

Particularly we must educate medical students and physicians to give them whole- 
some sex information and attitudes so that they may, in turn, avoid giving the 
hurtful instruction that some in their ignorance still give. Many physicians avoid 
the subject entirely, being both blind and deaf to the existence of the need for sex 
help even when requested by their patients. An example of this blind spot is the 
eminent head of the department of obstetrics and gynecology in one of our leading 
medical schools who in his discussion of a paper on this subject said, “My patients 
do not seem to have these sex problems.’ I can well understand how no patient of 
his would ever dare to present one to him. Medical schools give little or no in- 
struction in the knowledge that could teach physicians their role in the premarital 
examination, and it is the rare physician who does a vaginal examination as part 
of the premarital interview. Women are allowed because of such inadequate medical 
teaching to enter marriage with anatomic or pathologic local conditions that make 
coitus either impossible or acutely painful. Medical knowledge of somatic causes 
of dyspareunia is so generally lacking that it is commonly considered a psycho- 
genic problem, whereas actually 85 per cent of cases of dyspareunia is due to local 
vulvovaginal or parametrial pathology— undiagnosed, and therefore labeled psycho- 
logical- with great misery to the couple concerned. Sex life could be enjoyed 
during many more postmenopausal years if the physician knew the simple measures 
with which to improve the postmenopausal atrophy, thereby curing the resultant 
dyspareunia. 

It is the general practitioner who sees most of these problems and who could do the 
greatest good if he were educated in this phase of medical practice. Only a small 
number of women have frigidity as part of a neurosis so severe that they need re- 
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ferral for the necessary psychiatric treatment. The general practitioner could be 
taught to differentiate one from the other. 

Having treated women for almost two generations, I note a greatly lessened number 
of frigid women today than there were 35 years ago. I have not noted a similar 
decrease in male impotence. It was Dr. Anna K. Daniels, my first teacher of the 
facts ot life, who concluded her discussion of Dr. Robert Lowrie's paper on frigidity in 
women, with these wise words: *‘ The best treatment for a frigid woman is a loving, 
potent man.”’ 
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Sexual Anesthesia in the Female 


Sandor Rado, M.D., D.Pol.Sc.* 


NEW YORK, NEW YORK 


Let me say first that this presentation lies within the frame of the theory I have 
called adaptational psychodynamics.* Based oa the psychoanalytic method of 
communicated introspection, adaptational psychodynamics views behavior as the 
interaction of the biological organism with its cultural environment and seeks to 
disclose the part played in behavior by the societal as well as the organismic mecha- 
nisms of motivation and control. The gradual correlation of adaptational psycho- 
dynamics with physiology and genetics may be expected to eventuate in a compre- 
hensive dynamics of human behavior. It is within this framework that we shall 
discuss certain forms of disordered sexual behavior in the female. 

The sexes are an outcome of the evolutionary differentiation of contrasting yet 
complementary reproductive systems. Aside from the so-called hermaphrodites, 
whose reproductive system is anatomically defective and whose sexual status may 
therefore be quite uncertain, every individual is either a male or a female.*: * 7 
The view that each individual is both male and female (either more male and less 
female or the other way around) derives from a 3000 year old mystical speculation 
and has no scientific foundation. 

Reproductive anatomy points to the idea of the male-female pair. In western 
civilization, the institution of marriage ingrains this idea in the mind of every 
human being, including men who depend on men, and women who depend on 
women, for orgasmic gratification. For we see that even male pairs or female pairs 
tend to think of themselves as a male-female pair and pretend to act accordingly.®: 7 

The reproductive union of male and female is the process of integration that 
makes evolutionary differentiation of the sexes biologically effective. From the 
reproductive aspect the sexual union of male and female climaxes in the process of 
insemination, and from the emotional point of view in the orgasmic pleasure at- 
tendant upon insemination. In human life, coitus is an overwhelming shared emo- 
tional experience; it is indeed, beyond its reproductive function, the organism's 
master mechanism for the pleasurable accumulation and discharge of its super- 
abundant emotional tensions.’ This explains the fact that in the motivation for 
sexual intercourse the desire for orgasmic gratification prevails over reproductive 
intent, which may or may not be present. It also explains Freud's early (and still 
valid) clinical finding that sexual frustration plays so large a part in the etiology 
of certain behavior disorders. In women, of course, frustration may be caused 
by the sexual inadequacy of the husband. 

Sexual motivation must be understood in terms not of hypothetical instincts but 
of clinically observable emotions. 

In lower species, copulation appears to be regulated by a chain of reflexes. How- 
ever, as Beach has shown, in the process of mammalian evolution this automatic 


* Professor of Psychiatry and Dean of the New York School of Psychiatry, New York, N. Y. 
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organization gradually broke down, and the pattern became more flexible and de- 
pendent for its completion upon the individual's life experience. Animal experi- 
ments have shown that the sexually inexperienced adult male chimpanzee, when 
aroused, is unable to effect union with a receptive female without first undergoing 
‘a long period of practice and learning.’’' In the human species, only a few discrete 
fragments of the pattern have remained innate reflexes: arousal (erection), pelvic 
thrust, and orgasm. The rest of the coital pattern has to be learned. The same 
is true of the surrounding emotional organization encountered in a “‘ pair in love.” 
At this phylogenetic stage, in the absence of reflexes, that is, of built-in centers of 
information and directives, education becomes a biological necessity.’ 

In primitive societies sexual education, culminating in the initiation rites of 
puberty, shows in general a deep understanding of the part played by love and sex 
in human life. The same cannot be said of western civilization. In our society, 
traditional sexual education is rather a campaign of deterrence. In preparation for 
a monogamous life, from an carly age the young are frightened away from all forms 
of sexual experience, from orgasmic self-stimulation as well as from contact with 
the opposite sex. The girl is warned that sexual activity will destroy her physical 
and emotional integrity as well as her social standing; the boy is threatened with 
damaging consequences to his health, if not with punitive removal of his offending 
organ (the so-called “‘ castration threat"’ of Freud's theory). The antisexual climate 
of the nursery, punctuated by such threats, tends to elicit an insidious fear of pene- 
tration (being penetrated), fears and resentment of the opposite organ and the 
opposite sex, and rages against the disciplinary authorities, in particular against 
the parents. The campaign of deterrence begins as a rule in preschool years and is 
continued through puberty; worst off 1s the girl indoctrinated by a mother who is 
both frigid and obsessive. 

In one group of women, during the years of adolescence, the influence of intellectual 
enlightenment and maturation gradually counteract the damaging consequences of 
such sexual upbringing - we do not know how or why. The fact is that sooner or 
later they manage to develop a healthy sexual outlook and an appropriate motivat- 

ystem composed of such welfare emotions as a sense of self-reliance, pleasurable 
.esire, love, joy, and pride. In its entirety, the system culminates in the desire for 
genical complementation, reflecting the biological need for fertilization of the egg. 
Accordingly, their capacity for arousal and adequate orgasmic response is undis- 
turbed. 

In another group of women, however, the effects of the early deterrence persist 
through adolescence and may even increase in the course of time. We encounter 
these women as patients suffering from a sexual behavior disorder. The common 
psychodynamic basis of these disorders may be schematically outlined as follows. 
The woman so affected sees in sexual activity not a promise of pleasure but a threat 
of damage and punishment. Her sexual motivating system is dominated by fears 
and by rages beneath the fears. These inappropriate emergency emotions culminate 
in her fears of conscience and her guilty fears. Sexual pathology is in essence a 


pathology of conscience. The superficial clinical picture is often misleading, for 
ordinarily most of these sexual fears (and rages) are repressed. But they are none- 
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theless effective, as seen in her automatic inhibitions and acts of automatic self- 
punishment. The inhibition may be focused either on the whole or on one par- 
ticular phase of the complex sequence known as the standard coital pattern. To 
understand the consequences produced by sexual inhibition we must first consider 
the anatomical and functional complexity of the female organ and the cultural 
conditioning and vulnerability of the female response. 

As is generally known, the sexually most responsive areas of the female organ 
are the clitoris, the minor labia, and the entrance to the vagina. These areas, best 
supplied with nerve endings responsive to touch, are most frequently used in or- 
gasmic self-stimulation during childhood, puberty, and later life. In most women, 
the vagina itself, notably its upper half, is practically without nerve supply. In 
the absence of sensory innervation there can of course be no sensation. And yet 
most healthy women insist that in coitus they can achieve complete orgasmic grati- 
fication only through deep vaginal peactration. The reasons for this remarkable 
conviction appear to be chiefly motivational. In the healthy woman maternal 
feeling is the strongest motivating system. She feels intuitively that deep penetra- 
tion may bring her closer to the fulfillment of her ever-present though often re- 
pressed desire to conceive. And she knows that deep penetration is a prerequisite 
of optimal gratification for the male, whom she desires to please. Her statements 
about deep sensation (including the allegedly pleasurable impact of the seminal 
fluid on the cervix) appear to reflect illusions derived from a folklore of ancient 
origin. For thousands of years the male has depicted the female's presumed sexual 
sensations in his own image and for his own glory. No wonder that throughout 
the historical continuity of a male-dominated culture, the female has obliged. 

We do not possess adequate observational evidence to ascertain the relative func- 
tional significance of clitoris and vagina in healthy sexual intercourse. Most of 
the opinions voiced in the older literature repeat old folklore in pseudoscientific 
terms. Freud insisted that the healthy woman achieves sexual maturity by “ trans- 
ferring’’ responsiveness from her clitoris to her vagina.” Examining this statement 
today, one thinks of the Victorian woman who in coitus may have unwittingly 
relinquished use of her clitoris, her most precious biological equipment, for she 
was taught that a lady has no sexual desire and is only obliged to satisfy the orgasmic 
needs of the male. She did this not in fulfillment of a biologically determined process 
but in subordination to the culture in which she happened to live. My observations 
corroborate Dickenson’s findings that in the healthy female clitoral and vaginal 
stimulation complement each other in the production of sexual arousal and orgasmic 
satisfaction. By suppressing her clitoral sensations the female cannot possibly aug- 
ment her vaginal responses; she can only reduce her capacity for sexual performance, 
health, and happiness. 

The sexual “‘double standard,’ characteristic of male-dominated societies, favors 
the male. The principles by which the female is reared are stricter, and her status 
in marriage is more dependent. These social differences help to explain the fact 
that the sexual responses of desire, arousa!, and orgasm are far more vulnerable in 
the female than in the male. Much of the female's resentment of, and anger at, 
her husband is usually repressed; she rarely can give free vent to these feelings be- 
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cause of her dependence on him, her fear of the consequences. Yet the repressed 
resentments and angers accumulate and are motivationally effective; the outcome 
may be that in relation to her husband even the previously healthy woman may 
lose her desire and become sexually anesthetized. The situation may be further 
aggravated by a physiological factor. Whereas male performance is contingent on 
erection, the female may undergo sexual intercourse in the total absence of desire 
and sensation; to play safe she may even fake orgasm. 

Sexual inhibition produces a variety of clinical pictures. Here we shall consider: 

1) Absence of desire, and (2) failure of desired sensation, of desired climax, or of 
both. 

Absence of Desire. Some women respond to chronic sexual frustration with com- 
plete repression of desire. But occasionally one also encounters women who have 
apparently never experienced effective sexual desire at any time in their lives. They 
speak of marriage and children in conventional terms (status, money, and so on) 
as if sex and love have no bearing on the matter. In the absence of demonstrable 
physical pathology one may suspect that this is an outcome of childhood repression 
acting upon a genetically altered predisposition. Some of these women are indeed 
schizotypes® or severe obsessives* in whom, we assume, the capacity for experiencing 
pleasure, and the motivating power of pleasure, are innately deficient. Otherwise 
the etiology of this disorder is not known. 

Failure of Desired Sensation, of Desired Climax, or of Both. Sexual inhibition may be 
so strong that even in the apparent presence of desire it renders the entire genital 
organ nonresponsive to stimulation. Here the woman's apparent desire is more 
an intellectual than a truly emotional phenomenon, reminiscent of an *' appetite’ 
for food that proves to be limited to the eye. If she cannot avoid submitting she 
may develop vaginism to prevent her husband from entering. The recommended 
treatment method is reconstructive psychoanalytic therapy. 

The part of the genital organ that most readily escapes inhibition is the clitoris, 
for its stimulation does not necessarily require penetration—the evil she fears most. 
Reparative psychotherapy plus teaching the husband the appropriate coital technique 
which supplies the requisite clitoris stimulation) may help. If it does not, re- 
constructive psychoanalytic therapy is indicated. 

The subjectively most torturous form of impaired sexual response is seen in the 
woman who ts fully capable of response short of achieving climax. No matter 
what technique of stimulation is employed by the mate, her wave of excitation 
collapses just before reaching orgasm and she must start afresh. The treatment 
method of choice is reconstructive psychoanalytic therapy. 

In the sexual pathology of the inhibited woman her hidden sensual attachment 
to her father may play an important part. I pointed out elsewhere® that in the 
little girl the incestuous desire arises not spontaneously but, by a process of inter- 
action, as a response to her father’s wooing. This desire remains deeply repressed 
in both of them beneath the surface of a tender and affectionate relationship. None- 
theless, in her it is bound to precipitate a triangular conflict of conscience. Her 
mother had indoctrinated her under the sanction of her father. Now she feels 
tempted by her father himself! The notorious seduction phantasies of childhood, 
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recalled by certain women in psychoanalytic treatment, contain a germ of psycho- 
logical truth. The incest temptation may grow into a conflict of overriding im- 
portance, but it is a consequence of sexual inhibition, not its cause. 


SUMMARY 


The climactic union of male and female is based on a learned behavior pattern. 
If, through its untimely persistence, an infantile inhibitory mechanism of conscience 
interferes with the learning process, this pattern cannot be established and de- 
veloped. Sexual anesthesia in the female calls for treatment procedures aimed at 
circumventing or removing a self-defeating operation of conscience. 
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American Association for Cleft Palate Rehabilitation to Meet 


The American Association for Cleft Palate Rehabilitation will hold its eighteenth 
annual convention at the Brown Palace Hotel, Denver, Colo., May 12 through 14, 1960. 

The association is composed of medical, dental, and paramedical specialists who 
are interested in the rehabilitation of persons with cleft lips and palates. 
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Hormonal Aspects of Frigidity 


Herbert S. Kupperman, M.D.* 


NEW YORK, NEW YORK 


From the point of view of the endocrinologist one must be aware of the fact that 
there are, in addition to neurological and supratentorial factors, biochemical mecha- 
nisms controlling sex drive and performance. With respect to the endocrine treat- 
ment of frigidity, I must admit that I am not familiar with the nerve supply to the 
vagina. But I must add that neither do we know about the nerve supply to as 
complicated an organ as the pituitary, yet we may speak very glibly about its func- 
tion and activity. Notwithstanding our deficiency in neurology, then, I would like 
to discuss endocrinologic factors in frigidity. Are there such factors? If so, what 
are they? How were they elucidated, and what proof do we have that they exist? 


In the study of frigidity, one must of necessity depend upon the answers patients 
give us as to the relative effectiveness or noneffectiveness of various therapeutic 
agents that may be used in an attempt to combat, improve, or suppress libido or 
sexual desire. We are cognizant, of course, of the various factors that may influence 
a patient's response to medication and therapy. For example, there is a “drug” 
that we refer to as obecalp. This is an omnipotent agent and may be effective not 
only in the treatment of certain problems of frigidity but also in the therapeutic 
management of a variety of clinical entities. We refer to this ‘‘drug’’ because we 
want to bring to your attention the methods that we have used in the therapeutic 
evaluation of drugs in general. Obecalp spelled backwards is placebo. We must 
use this type of subterfuge because many patients are well aware of the significance 
of placebos and realize that they are being given inactive ingredients to test the 
validity of their response. Hence, by way of introduction, we would like to state 
that the studies that have led to the conclusions described are based on control ob- 
servations where obecalp medication is freely interjected with specific active hor- 
monal preparations in an attempt to validate appropriately any positive response 
attributed to the hormonal preparations. One must be aware of the fact that in 
clinical pharmacology placebo therapy may be effective in one third of the patients 
where the end point of responsiveness is dependent upon subjective evaluation. Obe- 
calp, as we have termed placebos, is therapeutically active in one third of patients 
being treated for pain due to arthritis, headaches, menopausal symptoms, nervous- 
ness, libido, and so on. Drug evaluation in these cases requires the use of blind 
testing techniques liberally utilizing placebo therapy. 


It is difficult for me to offer any presentation without citing specific examples. 
There is a young woman whose name may go down in medical annals in much the 
same manner as Beaumont’s patient, Alexis St. Martin, on whom the classic studies 
on gastric motility were done in Canada by utilization of Sct. Martin's artificially 
created gastric fistula. The concept of the role hormones may have on libido is 
very amply illustrated by the following observations made on this patient a number 


* Department of Therapeutics, College of Medicine, New York University-Bellevue Medical Center, 
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of years ago. It was decided by her gynecologist that a hysterectomy had to be 
performed because of excessive uterine bleeding due to fibroids. However, because 
she had been bleeding excessively, the endocrinologist was asked whether he could 
do something to stem her flow of menstrual blood and thereby prepare her for the 
surgical venture she would have to undergo. Since at that time the fashion of the 
day was to control uterine bleeding with androgens, the patient was placed upon 
androgen therapy and was observed for any specific effects, in addition to noting 
whether bleeding could be controlled. Her libido increased notably. Her physicians 
were amazed that testosterone, the so-called male hormone, could accentuate libido 
in the female to the degree experienced. When the patient returned for further evalu- 
ation, it was decided that, despite the benefit the treatment had had on her uterine 
bleeding, it would be better to discontinue it in order to reverse her libidinous tend- 
ency. Testosterone was discontinued, and therapy with progesterone was instituted. 
Within a short time her libido decreased markedly. This case demonstrates fairly 
well how a chemical agent given for one specific purpose, ¢.g., stemming the flow 
of blood from the uterus, had an effect entirely different from that which was antici- 
pated. Yet these effects could be diminished by substituting another steroid hormone, 
progesterone. Such observations gave the clue to the role of androgens in libido 
in the female. 

Subsequent studies amply substantiated the fact that androgens were effective in 
enhancing libido in those women who had once been desirous of sexual contact and 
had since become frigid. I agree that frigidity that is primary in nature shows little 
response to any type of hormonal therapy. Nevertheless, frigidity that is secondary 
in nature, which may be brought about by any one of a number of different factors, 
has been ameliorated and helped tremendously in our hands by the use of androgens. 

Further support for the theory that androgens play a vital role in libido was 
obtained from studies of a number of other different clinical entities where androgens 
have been used therapeutically. In the treatment of dysmenorrhea, for example, 
we have found that when patients receive androgens during certain phases of the 
menstrual cycle an increase in the patient's libido may be noted. These observations 
must be considered as reliable and objective, since the steroid is being given for 
menstrual pain alone and not for aay sexual inadequacies. When these patients offer 
the information that, in addition to relief of dysmenorrhea, libido is increased, we 
have unbiased evidence on the effect of androgens in increasing libido in the female. 

There are other examples to demonstrate that androgens enhance libido. Take 
the poor, unfortunate woman who has a breast carcinoma with metastases who is 
given unusually large doses of androgens to retard the metastatic advance of her 
disease. It is not unusual for these women, despite the fact that they are being 
almost destroyed by the ravages of their disease, to show a considerable increase 
in sexual desire. This may be of such an extent that a problem is created. The 
husband, being aware of the basic disease, has lost much of his desire for sexual con- 
tact with his wife, so that the wife’s increased sexual desire may therefore create a 
serious Crisis. 

On the other hand, unlike androgens, progesterone derivatives, with little or no 
androgenic potential, will diminish libido in the female. We have used progesterone 
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in suppository form, orally, and intramuscularly, and it is most interesting to see 
how, in some individuals —I grant you, not in all—one can almost perceptibly note 
a definite change in sexual function and desire. Progesterone will produce a very 
definite decrease in a woman's desire for sexual intercourse in contrast to the increase 
achieved with androgens. There are numerous experiments to support this statement. 

We have been very much interested in the therapeutic application of the above 
steroids to patients who are referred to us because of nymphomania. The results 
are interesting and, at times, appear to be paradoxical. We feel that there are per- 
haps two categories of patients with nymphomania, from the endocrinological and 
not from the psychiatric point of view. In some cases of nymphomania there may 
be an amazing sexual drive and performance because such individuals do not achieve 
an orgasm during sexual contact, thus causing them to search continually for sexual 
gratification. We have used androgens in the treatment of such women with the 
result that they are able to achieve orgasm and have had a consequent decrease 
in their need and desire for continual sexual contact. On the other hand, there 
have been some nymphomaniacs who have experienced orgasms with each sexual 
contact. In these individuals the use of progesterone per se has been most helpful 
in controlling their abnormal desire for sexual contact by effecting a decrease in their 
libido 

In our clinics at Bellevue Hospital we see, on occasion, elderly women who ex- 
perience erotic dreams. This is against their religious mores and causes them con- 
siderable distress. It is rather interesting to note that, by switching these patients 
from obecalp to progesterone, control of their erotic dreams is achieved. This is 
observed in patients receiving progesterone either orally, intramuscularly, or vag- 
inally. Such findings are not observed when obecalp or other steroids were used. 

The following therapy is therefore advised to increase libido in the female: 10 mg. 
of methyltestosterone twice a day for 10 days, and then once a day thereafter. If 
benefit is achieved, the dose may be reduced to 5 mg./day. Parenteral androgens, 
such as 50 mg. of testosterone cyclopentylpropionate, 75 mg. of testosterone enan- 
thate, or 50 mg. of testosterone phenyl acetate, injected once every two to three 
wecks, may also be helpful in the management of such patients. The dose of proges- 
terone found to be effective in decreasing libidinous drives is 25 mg. of progesterone 
a day in suppository form. This dose may be increased or decreased, depending upon 
the patient's response. 

Despite the fact that psychiatrists do not believe that eroticism is localized in 
any particular organ, endocrinologists feel that the clitoris is the center of eroticism 
in the female. In support of this concept is the finding that, when the clitoris is 
stimulated by androgens, not by growth but by hyperemia, an increased clitoral 
sensitivity may result, initiating a pattern whereby sex desire increases and ability 
to achieve an orgasm is accomplished with a greater ease than theretofore. Further 
support of the role of the clitoris in libido is demonstrated in women with the 
adrenogenital syndrome. These women may be almost completely afeminine as 
far as secondary sex characteristics are concerned, and some of them have a marked 
enlargement of the clitoris. Although these patients wil! respond beautifully to 
corticoids as far as feminization is concerned, there is no drug that can make the 
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clitoris shrink. Consequently, if the clitoris is excessively large and if the patients 
are embarrassed by this, one must resort to surgery to achieve an adequate cosmetic 
effect. It is truly amazing how, prior to the clitorectomy, despite the fact that they 
show little feminization, some of these patients display an inordinate sexual desire. 
With the removal of the clitoris and the inducement of menstrual periods by appro- 
priate corticoid therapy, their breasts increase in size and their vaginal secretions 
became more mucoid, but their libido is definitely decreased or absent. 

We realize that the vagina and all its related organs are important physiologically, 
sociologically, sexually jggnd reproductively. It should be emphasized, however, 
that there may be certain areas that perhaps are the target areas, regardless of what 
the nerve supply is, and these areas may be adversely or beneficially affected by 
certain hormonal agents. The clitoris appears to be such an organ. 

It should be reiterated that the hormonal approach to the treatment of primary 
frigidity can only result in failure. In contrast, where frigidity is secondary, that 
is, where patients have not been frigid in the past but have since lost their libido, 
due to whatever psychological aberrations or emotional tension that may have 
occurred, androgen therapy is indicated. Such patients may be treated with a fair 
degree of success by appropriate hormonal therapy, and androgens, of course, are the 
steroid of choice. 

In closing, I would like to mention that, despite the success achieved with andro- 
gens in the treatment of libido deficiency in the female, the problem of lack of libido 
in the male is not as easily handled as that in the female. 


Second Venezuelan Congress on Obstetrics and Gynecology 


The second Venezuelan Congress on Obstetrics and Gynecology is being organized 
to celebrate the twentieth anniversary of the Obstetrical and Gynecological Society 
of Venezuela. Main topics of the meeting will be: Anemia in obstetrics, induction 
of labor, perinatal mortality, and evaluation of Thierry’s spatules; pathology of the 
tubes, carly diagnosis of cancer of the cervix, laparoscopy, and gynecography. Infor- 
mation about the congress may be obtained from Dr. H. Marcano Guzman, Secretary 
of the Second Venezuelan Congress of Obstetrics and Gynecology, Aparatado 7332 

San Martin), Caracas, Venezuela. 
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Frigidity: A Bioenergetic Study 


Alexander Lowen, M.D.* 


NEW YORK, NEW YORK 


Probably no fiction has been more exploited in our culture than the idea that a 
woman who does not have sexual relations is frigid. The exploiter, of course, is 
a man who tries to seduce a woman. It is not true, however, that the woman who 
does have sexual relations is not frigid. It is difficult to separate fact from fiction 
in this area. Part of our difficulty is due to the fact that a woman's sexual feeling 
and response are not easily measured objectively. 

The term frigidity is often wrongly applied to the woman as the counterpart of 
the term impotence in the man. A man ts impotent if he cannot carry out the sexual 
act in spite of his desire to do so. A woman's frigidity is properly gauged by her 
lack of feelings and responsiveness. This different criterion is understandable be- 
cause a woman can fulfill her role in the sexual act without any feeling, but a man 
obviously cannot. 

Frigidity is a concept properly applicable to sexual feeling in the woman and not 
to her sexual behavior. Frigidity must be regarded as the absence of what may 
be called sexual heat. Although a woman does not undergo the phenomenon of 
estrus, or rut, she does have periods of increased sexual desire. But her estrogenic 
function is such that she is capable of being aroused regularly to sexual desire or 
heat by man. We must enquire, then, into the circumstances that cause a woman 
to lose the ability to be aroused spontaneously or by her male partner. 

Life shows the dual characteristics of being warm and motile. Sexual heat ts 
the result of an excitatory process that increases both the internal temperature and 
the internal motility of an organism and focuses them in the genital apparatus. 
At this point, the physiological principle of homeostasis operates to bring the 
organism back to optimum internal conditions by the discharge of the excess excita- 
tion or energy. The specific mechanism that serves this purpose is the sexual function. 

These considerations explain one of the causes of frigidity, since anything that 
decreases internal warmth and motility must adversely affect the phenomenon of 
sexual heat. Debility, acute and chronic illness, overexertion, and fatigue are 
among the causes of such a frigid condition. If the condition is temporary it does 
not merit the designation of frigidity. However many frigidizing factors are self- 
perpetuating, and the result is a woman who is continually undercharged, sexually 
unresponsive, and affectively lukewarm. Even so, extreme frigidity rarely occurs. 
Until death supervenes, the body can produce some warmth and sexual heat. 

Frigidity, then, should be defined as the absence of sexual heat. Any condition 
that decreases the aliveness of an organism diminishes its internal warmth and 
sexual heat. In rigidity the total body becomes cold. Withdrawal upward over- 
charges the ego functions at the expense of the sexual functions. The seeming 
frigidity of hysteria is based upon the diversion of genital excitation to other parts 
of the body with consequent oversexualization of all behavior. 


* Executive Director, Institute for Bio-Energetic Analysis, New York, N. Y. 
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Guilt, Shame, and Frigidity 


Albert Ellis, Ph.D.* 


NEW YORK, NEW YORK 


As the previous speakers in this symposium have emphasized, and as several 
other authorities on the sex life of modern women have indicated, there are many 
important causal factors in frigidity, not the least of which is an overpowering 
sense of guilt on the part of the sexually incapacitated female.'~® Thus I have 
presented elsewhere®: ? considerable evidence to the effect that women in our culture 
are usually overwhelmed with antisexual attitudes, with which we indoctrinate 
them almost literally from birth, and that consequently they are inordinately guilty 
about letting themselves go and fully enjoying themselves sexually. Varying 
degrees of frigidity in their sexual behavior naturally result. 

Be that as it may, another phenomenon has come to exist in contemporary society 
that is different from and in many ways even more pernicious than the sexual guilt 
that was so prevalent in previous days, and upon the basis of which Freud*: * con- 
structed a considerable part of his psychoanalytic theory. This phenomenon is 
that of intense shame, which overlaps with guilt in some significant respects but 
which is also somewhat different. Whereas when he feels guilty an individual 
believes that he has acted wrongly or wickedly in the eyes of some god, fate, or social 
value system, when he feels ashamed or inadequate he is more likely to believe 
that he has acted ineptly or weakly in his own eyes and in those of the people with 
whom he has immediate contact. As Piers et al'’ and several other psychological 
and sociological thinkers have recently pointed out, shame and its concomitant 
feelings of inadequacy (as distinguished from guilt and its concomitant feelings of 
sinfulness) are likely to be particularly enhanced in a society, such as our own, 
that stresses success rather than goodness, achievement rather than sainthood. 

As a result of our having so many millions of shame-inculcated individuals in 
this country, I have been recently seeing, in my private practice of psychotherapy 
and marriage counseling, one woman after another who, in spite of having had 
adequate sex education, is distinctly frigid. These sexually inadequate women are 
often highly sophisticated persons who do not consider sex wicked and who have 
little or no sense of guilt about engaging in premarital or marital relations. Indeed, 
most of them want very much to experience orgasm and will do anything in their 
power to do so. Whereas in previous years it was frequently husbands who came 
to see me to complain that their wives were not very interested in sex relations, 
today it is just as likely to be the wives who complain about lack of orgasm. 

One of the major reasons, ironically, why these women are not achieving full 
sex satisfaction is because they are so overdetermined to achieve it. Because of 
their cultural upbringing, they are so ashamed if they do not reach the greatest 
heights of expressive sexuality that they tragically sabotage their own desires. 
That is to say, instead of focusing clearly on the real problem at hand—which, 
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baldly stated, is ‘How can I think of something sexually exciting enough and 
how can I concentrate on movements that are sufficiently stimulating to bring on 
my orgasm(s)?’’ these women are focusing on quite a different problem, namely, 
“Oh, what an idiot and an incompetent person I am for not being able to have an 
orgasm without any difficulty.’’ Stated differently, frigid women are almost in- 
variably obsessed with the notion of how rather than what they are doing when 
they are having sex relations. 

As has been emphasized, the physiological and endocrinological aspects of frigidity 
are not to be ignored. Iam nonetheless inclined to believe that most of the women 
who come for help because they are frigid are physiologically and endocrinologically 
normal and that there is little that can be done for them by prescribing sex hor- 
mones. Sex desire and fulfillment, as far as we know, is largely mediated through 
the central nervous system and the cerebral cortex, and, in order for arousal and 
satisfaction to be maximal, there must be a concerted focusing on specific sexual 


ideation. If, instead of concentrating on sexually arousing stimuli, a woman keeps 


telling herself, over and over, that it would be terrible if she did not have an orgasm, 
that this would prove that she was worthless and inferior, that when she reaches 
a climax bells should ring and lights should flash—if this is the kind of nonsense 
that a woman keeps repeating to herself, it can only be expected that she will rarely 
achieve a high degree of excitement and fruition. 

Another effect that sex shame currently has in our culture is to inhibit varied 
coital and noncoital technique. Today, fewer college-educated and middle-class 
females are desisting from trying various coital positions or types of noncoital sex 
play that once were erroneously called perversions. Having little sex guilt, in the 
old-fashioned sense, they do not deem these aspects of sex wicked. At the same 
time, however, literally millions of American women are employing noncoital sex 
methods only as preliminary or love play techniques and are not using them, when 
necessary, up to and including the achievement of orgasm. Their reasons for so 
restricting themselves are again bound up with shame, that is, they feel that they 
“should”’ be able to achieve an orgasm through “‘natural’’ coital means, and should 
not require digital manipulation of the clitoris, oral-genital relations, or other tech- 
niques of coming to climax. If they do require such methods, as innumerable women 
do, they feel that there is something “‘ wrong’ with them, that they are sexually 
““inferior’’ or ‘‘incompetent.'" This feeling, of course, ts perfectly illogical and is 
almost entirely a consequence of their arbitrary notions of what is " shameful.”’ 
To compound the problem, many of the husbands of these women also believe that 
they are “‘inferior’’ when they cannot give their wives an orgasm by vaginal inter- 
course but have to resort to other, noncoital methods. 

As a case in point, I recently saw a 25 year old woman who had never achieved 
an orgasm with her husband and was ready to divorce him because of her shame 
about her own and his sexual inepeness. Without even attempting to uncover any 
of her so-called deeply unconscious feelings of guilt, hostility, or anxiety, I merely 
forcibly explained to this woman how she was forestalling her own orgasms by 
telling herself, almost constantly, how horrible she was, how she could never 
achieve an orgasm, how she could never be successfully married to anyone, and so 


260 « oclober-december 1959 QUARTERLY REVIEW OF SURGERY 


Fi 
7 
ij 
i 
J 
4 
¢ 
ay 


on. I insisted, in session after session, that she could focus on sexually exciting 
stimuli and that she could bring herself to have fully satisfying climaxes. She at 
first resisted my suggestions, but, after eight sessions of fairly repetitive psycho- 
therapy, I began to convince her. She finally tried mutual oral-genital relations 
with her husband and found that she was quite aroused by this method, but that 
it was so exciting that she could not focus adequately on her own climax. When 
her husband was independently practicing cunnilinctus, however, she was able to 
focus quite well and soon experienced terrific orgasm. After some practice, she 
then was able to focus on climax during coitus as well. Just the other day she 
reported to me that, after her husband had been away on a business trip for a few 
days, they spent almost the entire night having sex relations in many different 
positions and ways—and she thinks that she had ‘‘about a hundred orgasms’’ that 
night! 

Since the other speakers on this symposium have covered other aspects of frigidity, 
I shall end my discussion of the problem at this point and merely repeat that there 
are many reasons why women in our culture become frigid. But chief of these, 
today, is not a deep-seated or unconscious feeling of guilt, anxiety, or hostility, 
as many orthodox psychoanalysts would still unfortunately mislead us into be- 
lieving. Rather, the individual's socially acquired feelings of shame, inadequacy, 
and the horror of making a mistake or being incompetent—these feelings are the 
main culprits today, and these are the ideas and attitudes that should be forth- 
rightly attacked, questioned, challenged, and uprooted by the psychologist, psychi- 
atrist, marriage counselor, or physician who specializes in sex problems. With a 


frontal and persistent attack of this nature, it is surprising, and sometimes almost 
miraculous, what great inroads can be made against even the longest-standing and 
deepest-rooted frigid behavior."! 
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Frigidity: Summary of Some Issues Raised 
During the Discussion Period 


Ruth R. Doorbar and Esther U. Coke 


METUCHEN, NEW JERSEY 


The question was raised as to why the female gains so much enjoyment from deep 
penetration during intercourse. Dr. Kleegman replied that woman's great satis- 
faction from deep penetration, despite the insensitivity of the vaginal mucosa, 
results from the amount of contact and muscular activity involved. A great deal 
of contact with the skin, the clitoris, and the richly innervated lower third of the 
vagina leads to more satisfaction from deep than from superficial penetration. Sexual 
responsiveness may be improved by emphasizing the need for a very active kind of 
relationship. 

In answering the same question, Dr. Rado emphasized the contribution of two 
factors: first, women raised in this male-oriented culture are **indoctrinated’’ with 
the idea that deep penetration, which gives the male the most pleasure, will give 
them the greatest satisfaction also, and, second, the female's satisfaction is enhanced 
by seeing the tremendous enjoyment of the male. 

Dr. Kleegman was then asked to what extent she employed Dr. Arnold H. Kegel’s 
method of concentration on certain muscular contractions to attain orgasm. She re- 
plied that she finds his method useful in certain types of frigidity, but does not employ 
it routinely since she feels that worrying about specific muscular contractions would 
be distracting to the woman. Rather, she emphasizes total bodily activity and the 
joy of giving pleasure. She re-emphasized the importance of Dr. Ellis’s point that 
anxiety over whether or not an orgasm will be achieved deters enjoyment of the 
sexual relationship. Thus, an important part of counseling involves releasing the 
couple from this tension by stressing the pleasures preliminary to orgasm. 

Dr. Ellis then discussed androgen therapy, stating that in many cases of frigidity 
androgens may not be lacking and that their need is questionable. Dr. Kupperman 
pointed out that, as in the treatment of asthma and arthritis, a substance may be 
used for its desired physiologic and pharmacologic effect although no deficiency 
exists. In replying to Dr. Ellis concerning the applicability of androgen therapy 
to frigid patients whose problem is psychological rather than endocrinological, 
Dr. Kupperman admitted the limitations of such treatment with patients to whom 
libido was unknown or those who have an excess of androgens and, therefore, 
libido. He pointed out, however, that when androgens are effective, they are an 
important adjunct to psychological treatment. Dr. John Money confirmed several 
of Dr. Kupperman’s points by referring to recent research at Johns Hopkins University. 

At this point, Dr. Rado commented that, in the production of sexual satisfaction, 
memories and the fulfillment of expectations and desires interrelate in a complex 
and complicated fashion with pure physical stimulation. In respect to androgen 
therapy, the importance of a sexual motive state cannot be underestimated since 
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unconscious inhibitory motivations may partially or completely mask any drug 
effects. 

Dr. Lowen then added that sublimation of energies through a fantasy life, re- 
sulting from fear of contact, does not really provide a substitute for the actual ex- 
perience since the amount of the energies involved in the fantasy is ‘‘ entirely minor 
as compared to the energies involved in the actual action."’ 


Just published 


This volume includes the newest and most complete data on antibiotics 
and chemotherapeutic agents, including reports on the new antibiotics 
kanamycin and leucomycin, use of antibiotics in hospital-acquired staphylo- 
coccal infections, and a new sulfonamide, sulfadimethoxine. The Historical 
Session commemorating the Thirtieth Anniversary of the discovery of 
penicillin and the Tenth Anniversary of the introduction of broad-spectrum 
antibiotics. 


ANTIBIOTICS ANNUAL 1958-1959 


This volume, edited by Henry Welch, Ph.D., and Félix Marti-Ib4iiez, M.D., 
contains all of the papers that were presented at the Sixth Annual Sym- 
posium on Antibiotics, held in Washington, D. C., October 15 to 17, 1958. 
For the general practitioner, the teacher, and the research worker, this 
collection of papers is the most up-to-date reference pertaining to the 
laboratory and clinical application of antibiotics. This volume is bound 
in a hard, durable, and attractive cover. The price for this book of more 
than 1100 pages is only $12.00. 


MEDICAL ENCYCLOPEDIA, INC., 30 East 60th Street, New York 22, N. Y. 
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BOOK REVIEWS 


The Year Book of Cancer (1956-1957 Year Book Series). Compiled and edited by 
RANDOLPH LEE CLARK AND RUSSELL W. CUMLEY. Chicago. The Year Book Pub- 
lishers, 1957. 572 pp. 


This new addition to the valuable Year Book series is an excellent compilation of 
authoritative, detailed abstracts gathered from the oncological literature in the 
English language. Greatly amplified by illustrations, graphs, and tables, these 
abstracts represent the best of the articles published in 1955 and early 1956 on 
all aspects of cancer. The 119 editors, all noted workers in some phase of oncology, 
have provided comments on the significance of many of the abstracts; in at least 
one instance, revised data (survival rates) have been included in a footnote. The 
wealth of material contained herein, logically organized in 25 sections, is thor- 
oughly indexed and is enhanced by five worth-while original articles on the psy- 
chological aspects of cancer. 


Human Blood Coagulation and Its Disorders, ed. 2. ROSEMARY BIGGS AND R. G. 
MACFARLANE. Springfield, Hl. Charles C Thomas, 1957. 476 pp. $8.50. 


In this second edition, the authors included recent advances in the study of 
blood coagulation, including knowledge and importance of the thromboplastin- 
generating system of the blood, separation of Christmas disease from hemophilia, 
and use of the thromboplastin-generation test in the diagnosis of certain clotting 
defects and in assay of clotting factors. The book is a comprehensive review of 
all aspects of blood coagulation and its disorders, ranging from studies of thrombin, 
fibrinogen, and fibrin to clot retraction and platelet deficiency. Technical methods 
and preparation of reagents and coagulation factors are discussed thoroughly in 
appendixes. The bibliography has been brought up to date by the addition of 
several hundred new entries. 


Essentials of Human Reproduction: Clinical Aspects, Normal and Abnormal. joseru 
THOMAS VELARDO, editor. New York. Oxford University Press, 1958. 270 pp. 
$13.50. 


\ carefully written, well-organized review of essentials of human reproduction 
is to be found in the 10 chapters of this book, each written by one or two prom- 
inent specialists in clinical endocrinology. A study of endocrines and reproduction 
is presented first, followed by a description of ovulation, menstruation, and aspects 
of pregnancy. Disturbances of pregnancy, gynecological disorders, infertility, and 
endocrine pathology of female and male reproductive systems are considered next. 
Excellent illustrations, color plates, and charts supplement the text. 


The Great Pulse: Japanese Midwifery and Obstetrics Through the Ages. MARY w. 
sTaNDLEB. Rutland, Vt. Charles E. Tuttle Co., 1959. 192 pp. $4.50. 


This book is a history of obstetrical practice in Japan. Beginning with earliest 
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legends of the gods, e.g., the story of Izanami and Izanagi, the author traces the 
origins of many superstitions concerning pregnancy and birth, some of which are 
still believed in today. The use of abdominal binders by pregnant women is traced 
to the legend of the Empress Jingo, who wound a stone in her girdle with a length 
of cloth in order to delay the birth of her child, so that she could first subjugate 
Korea. The custom of leaning or sitting against a handmill, still seen among the 
\inu today, also has its origin in the Empress Jingo legend. The author describes 
the amulets and charms believed to bring children to barren women, and she is 
frank in her discussion of the disposal of unwanted children by abortion and after 
birth. Japanese women rarely enter a hospital to give birth, and the midwife is 
therefore a very important member of the community. A discussion of her duties 
throughout history and today is amplified with photographs of her equipment, 
preparation of the labor bed, and care of the newborn infant and the mother. 
Beautiful, delicate drawings, reproduced from old medical texts, depict ancient 
obstetrical practices. This is a charming, delightful book, whose handsome design 
carries out the theme with grace and delicacy. 


{ Handbook of Medical Hypnosis: An Introduction for Practitioners and Students, 
ed. 2. GORDON AMBROSE AND GEORGE NEWBOLD. Baltimore. Williams & 
Wilkins, 1958. 276 pp. $6.75. 


This handbook is not intended as a textbook; it is a broad review of suggested 
uses of hypnosis, rather than a detailed description of techniques of induction and 
other technical data. The value of hypnosis in medicine is becoming increasingly 
recognized. In fact, this second edition follows only two years after publication 
of the first. The authors state their case very convincingly. They describe the 
successful use of hypnosis in many areas, but emphasize that only well-trained and 
qualified personnel should undertake to use it. They also list contraindications 
and precautions. Among the many fields in which hypnosis has proved valuable 
are the neuroses, anesthesia, pediatrics, gynecology, obstetrics, dermatology. This 
book is a fascinating introduction to hypnosis in medicine and a stimulant to 
further study of this interesting subject. 


Hermaphroditism, Genital Anomalies and Related Endocrine Disorders. HOWARD W. 
JONES, JR., AND WILLIAM WALLACE scorr. Baltimore. Williams & Wilkins, 
1958. 456 pp. $16.00. 


This is a comprehensive review of our present knowledge of human hermaphro- 
ditism and related anomalies. Progress in the understanding and treatment of 
anomalies of sexual development has been especially rapid in recent years, and 
therefore this thorough and authoritative book should be welcome to every physi- 
cian. The discussions of each type of anomaly are exceptionally complete from 
clinical features to diagnosis, treatment, and surgical correction when indicated. 
Kach chapter is documented with numerous case reports; excellent illustrations, 
particularly of surgical techniques, are included. There are sections on the back- 
ground of intersexuality, intersexuality with gonadal and chromosomal discrep- 
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ancy, male intersexuality, female intersexuality, surgical treatment of hermaphro- 
ditism, genital anomalies simulating hermaphroditism, gonadal tumors with sex 
reversal, and other adrenal disorders affecting sex. 


Hormone Production in Endocrine Tumours. Ciba Foundation Colloquia on En- 
docrinology, vol. 12. G. B. W. WOLSTENHOLME AND MAEVE O'CONNOR. Boston. 
Little, Brown & Co., 1958. 351 pp. $9.00. 


The twelfth volume in the Ciba Foundation Colloquia on Endocrinology, this 
book is an excellent summary of the major work of the last 25 years in the study of 
hormone-producing tumors. Experimental studies explore new micromethods on 
a biochemical basis; these techniques are correlated with classical studies based on 
physiology and pathology. Among the many illuminating reports are discussions 
of experimental pituitary tumors, goitrogen-induced thyroid tumors, tumors of the 
adrenal cortex, ovarian and testicular tumorigenesis, determination of serum. in- 
sulin in patients with islet cell tumors of the pancreas, and biochemistry of cystic 
ovaries. Valuable illustrations, charts, and group discussions augment this volume. 
In addition to an index of this particular symposium, a comprehensive index of all 
12 volumes of the endocrinology colloquia is included. 


Human Infertility. ©. Lee BUXTON AND ANNA L. SOUTHAM, With a chapter on en- 
dometrial diagnosis by Earnt 7. ENGLE. New York. Paul B. Hoeber, 1958. 
229 pp. $7.50. 


The problem of infertility, it is emphasized in this valuable book, involves hus- 
band and wife as a unit, and not just the woman alone. Thus chapters are included 
on “The Couple as a Unit” and “The Gynecologist’s Responsibility in Male In- 
fertility,” although, of course, most of the book is concerned with diagnosis and 
treatment of the infertile woman. Particularly good is a chapter on taking the 
history or rather three histories: from the husband, from the wife, and from 


both. In regard to this and other aspects of diagnosis and treatment, the physician 


is cautioned to use the utmost tact in order to gain the confidence of the couple in 
dealing with such a delicate problem. Excellent, thorough discussions of tech- 
niques of investigation and therapy will be of practical value to the physician. 
Management of hormonal, tubal, and cervical factors is detailed at length, and the 
importance of the psychological factor in many cases is stressed. 


4 - 
re 
j 
3 
4 
at 
266 


NOW SHE 
CAN COOK 

BREAKFAST 
AGAIN 


ESCRIBE 


MORNIDINE 


A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 

With its selective action on the vomiting cen- 
ter, or the medullary chemoreceptor “trigger 
zone,” Mornidine possesses the advantages of 
the phenothiazine drugs without unwanted 
tranquilizing activity. 

Doses of 5 to 10 mg., repeated at intervals of 


(BRAND OF PIPAMAZINE) 


six to eight hours, provide excellent relief all 
day. In patients who are unable to retain oral 
medication when first seen, Mornidine may be 
administered intramuscularly in doses of 5 mg. 
(1 ¢e.). 

Mornidine is supplied as tablets of 5 mg. and 
as ampuls of 5 mg. (1 cc.). 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


** There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component. 

Krantz, J. C., Jr.: The restless 
patient —A psychologic and 


pharmacologic viewpoint. 
Current M. Digest 
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